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Lahey Clinic Number—“Surgical Clinics” 


Yes, the June number of the Surgical Clinics of North America comes from the Lahey Clinic, Boston. 
Itis a particularly important number because it includes not just one Symposium but two and, in 
addition, six other clinics dealing with diseases and conditions of special significance. 


The Symposia respectively deal with Gynecologic Surgery and Thyroid Surgery. In the first there are E 
|7 clinics, including Technic of Total and Subtotal Hysterectomy, Fibroma of the Ovary, Manchester- 
Fothergill Operation for Prolapse of the Uterus, Present Status of Watkins-Wertheim Interposition 
Operation, Anesthesia for Gynecologic Surgery, Trichomonas Vaginalis Vaginitis, Treatment of 
Menstrual Disorders, Management of Sterility, Gynecologic Aspects of Chronic Urethritis, Pruritus 
Ani and others. The Symposium on Thyroid Surgery takes up Intrathoracic Goiters, Control of | 
bleeding in Thyroidectomy and Conditions Predisposed to Increased Bleeding, Anesthesia for Thy- 
roid Surgery, Use of Thiouracil in Preoperative Preparation of Patients with Severe Hyperthyroidism, 
Myxedema and its Various Causes, etc., etc. 


in all, the June number of the Surgical Clinics of North America brings you 30 full-length clinics— 
-ach and every one a first-hand record of the experience of the Lahey Clinic presented by those mem- 
vers of the staff who have handled such cases at this great surgical center. 






ee also SAUNDERS Announcement on Pages 2 and 3 
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WHAT'S WRONG With The PATIENT? 


Here are two books that will enable you to tell what is wrong with 
the patient. They give you basic and definite aids to this end. 


PULLEN’S 
MEDICAL 
DIAGNOSIS 





MAJOR’S 
PHYSICAL | 
DIAGNOSIS 


This unusual book covers medical diagnosis in every detail short 
of the laboratory—the four cardinal methods of physical examination, 
use of the endoscope, fluoroscope, X-ray, histologic studies, etc.— 
applied to everyday practice. It is a presentation of rare balance, 
based on the premise that the study and examination of the patient 
from head to toes should be integrated in order to arrive at the most 


definite diagnosis. 


The plan of Dr. Pullen, the Editor, has been to have each phase of 
diagnosis discussed by an authority, and to this end 26 physicians 
have collaborated with him in writing the book. Particularly im- 
portant is the section on Special Examinations which covers the 
psychiatric approach, differential diagnosis of neurosis and psychosis, 
mental measurement, clinical electro-encephalography, differential 
diagnosis of causes of coma, pediatric physical diagnosis, sterility 
survey, occupational injury, military problems and determinants of 


prognosis. 


By 27 Contributors. Edited by Roscoz L. Putren, A.B., M.D., Instructor in Medicine, 
Tulane University of Louisiana School of Medicine. Foreword by Joun H. Musser, 
B.S., M.D., F.A.C.P., Professor of Medicine, Tulane University of Louisiana Schoo! of 
Medicine. 1106 pages, 6%" x9%", with 863 illustrations on 584 figures, 45 in colors. 
$10.00. 





New (3rd) Edition—The new edition of this standard book has 
just been published. Here indeed is an outstanding text—a clear, con- 
cise and beautifully illustrated presentation of how to see, feel, and 
hear the physical signs of disease. Dr. Major’s book throws valuable 
light on the diagnostic problems met so constantly in the office and 
at the bedside. For example, he devotes considerable space to the 
subject of Pain, and there can be no question that this is one of the 
foremost reasons why a physician is consulted. Then he details the 
technic of each of the cardinal methods of examination and throughout 
the book is ever watchful of pitfalls and danger spots which may 
unconsciously be overlooked. The recent revision has brought th« 
book completely abreast of modern procedure and knowledge. 


By Ratpw H. Major, M.D., Professor of Medicine in the University of Kansas. 44 
pages, 6” x 9”, with 458 illustrations. $5.00. 
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VENOUS THROMBOSIS AND PUL- 
MONARY EMBOLISM 


FURTHER EXPERIENCE WITH THROMBECTOMY 
AND FEMORAL VEIN INTERRUPTION 


ARTHUR W. ALLEN, M.D. 


- ROBERT R. LINTON, M.D. 
AND 

GORDON A. DONALDSON, M.D. 
BOSTON 


In previous communications from the staff of the 
Massachusetts General Hospital we have indicated that 
we are confronted with a serious problem concerning 
venous thrombosis with resulting pulmonary embolism. 

Hampton and Castleman’ have shown that infarcts 
to the lungs are easily interpreted by roentgenographic 
studies. Many of the postoperative pulmonary sequelae, 
previously attributed to other causes, are embolic in 
origin. Castleman,’ from autopsy studies, has found 
the source of pulmonary embolus in our clinic to be 
from the deep veins of the legs in approximately 95 per 
cent of the cases. 

Miller and Rogers * in earlier studies recognized the 
importance of this syndrome in our clinic. Data col- 
lected by Davis‘ prior to 1925 showed that 3 patients 
in each thousand subjected to major surgical pro- 
cedures succumbed to pulmonary embolism.. Methods 
to prevent venous stasis by posture, combined with 
early passive and active exercise, reduced the incidence 
of fatal embolus to approximately 1 in 800 surgical 
patients.° Even this improvement did not eliminate 
the terrific morbidity with which we were confronted, 
since all conservative methods of treatment of thrombo- 
phlebitis in our clinic included a prolonged period of 
bed rest and hospitalization. 

It will be obvious to all that venous thrombosis is 
more common in certain clinics and in certain geo- 
graphic locations than in others. In the-deep South, 
clinics treating a similar group of patients to ours will 
have fewer instances of thrombosis and consequently 
fewer deaths from pulmonary embolism. Also it is 
obvious that the average severity of the process in 
warmer climates is milder and response to conservative 
treatment better. In those regions where respiratory 





From the Surgical Services of the Massachusetts General Hospital. 

_ Read before the Section on Surgery, General and Abdominal, at 
the Ninety-Fourth Annual Session of the American Medical Associa- 
~—? Chicago, June 14, 1944. 

Hampton, A. O., and Castleman, B.: Correlation of Postmortem 
( oa Teleoroentgenograms with Autopsy Findings, Am. J. Radiol. 43: 
305-326 (March) 1940. 

2. Castleman, B.: Personal communication to the authors. 

Miller, R. H., and Rogers, H.: Postoperative Embolism and 
Phiebitte J. A. M. A. 93: 1452 (Nov. 9) 1929. 

4, Davis, L.: Personal communications, cited by Allen, A. W., in 
Vascular Disease, in Nelson Loose-Leaf Medicine, New York, Thomas 
Ne lean & Sons, 1931, vol. 4, chapter 6, PP, 531-580 

- Welch, C. es — Faxon, |: ip . ep Thrombophlebitis and Pulmo- 
nary ‘ Embolism, j. A. M. A. 1173 1502-1508 (Nov. 1) 1941. 


tract infections approximate those seen in New England 
during the summer months, thrombosis and embolism 
in severity and incidence correspond more closely to 
our experience during the warm season (table 1). 

“Bland thrombosis,” Homans,® or “phlebothrom- 
bosis,”” Ochsner and De Bakey,’ produces a symptom- 
less, afebrile condition in our section of the country 
with resulting unexpected fatal pulmonary embolism. 
We are impressed, however, by all gradations from 
completely reactionless bland thrombosis to typical 
phlegmasia alba dolens. Many patients with phlebo- 
thrombosis will progress to the painful tender, swollen 
extremity stage with fever, leukocytosis and high sedi- 
mentation rate seen in typical thrombophlebitis. Often 
this change in character of the process is further compli- 
cated by the fever and leukocytosis accompanying pul- 
monary infarct. Although we recognize the comparative 
safety as regards massive pulmonary embolism in true 
thrombophlebitis, we feel that the course of this dis- 
ease can be altered by radical treatment if recognized 
in the first days of the process. We do not believe 
that femoral vein interruption has any place in the 
treatment of true thrombophlebitis after the seventh 
day of the disease unless infarcts have occurred. We 
do see cases with phlebothrombosis and repeated infarcts 
that can be satisfactorily treated by vein interruption 
weeks after the onset of the process. It is obvious to 
us that, the earlier the diagnosis of phlebothrombosis 
or thrombophlebitis with immediate bilateral femoral 
vein interruption, the. shorter the period of disability. 
If one delays operation until repeated infarcts have 
occurred or until swelling of the leg has existed for a 
week or more, then the convalescence will be prolonged 
and the outcome doubtful. This is due to the time 
required for the dissolution of the embolic process 
in the lungs as well as for the subsidence of swell- 
ing in the extremities. Both early and late edema of 
the legs are greatly influenced by the extent and dura- 
tion of the thrombosis prior to thrombectomy and vein 
interruption. 

The age of the patient is of utmost importance in 
the consideration of the danger of fatal embolism in 
thromboembolic disease. Clinics treating a high per- 
centage of elderly patients with serious pathologic 
processes will encounter a larger ratio of thrombosis 
and embolism. Welch and Faxon showed the impor- 
tance of the age factor in our clinic.® The older the 
patient, the greater likelihood of fatal embolus compli- 
cating illness or surgery. A personal communication 
from these men now serving in a general army hospital 
in a foreign zone brings the fact that in 10,000 wounded 
and sick so]diers treated there were only 7 instances of 





6. Homans, J.: Thrombosis of the Deep Veins of the Lower Lez 
23) 19 * iamcesraat Embolism, New England J. Med, 211: 993-997 (Nov. 
2 

Ochsner, A., and De Bakey, M.: Therapeutic Considerations of 
Thrombophlebitis and Phlebothrombosis, New England J. Med. 225: 207- 
ug. 
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thrombophlebitis. Two factors are responsible for this 
difference in their own experience, the previous physical 
fitness and youth of the patients being primary, while 
a warm climate doubtless must be taken into considera- 
tion. We have become so impressed with the increased 
danger from fatal pulmonary embolus in the aged that 
we have actually carried out prophylactic femoral vein 
interruptions on 34 patients since Jan. 1, 1943. We 


TABLE 1.—Jncidence of Thromboembolic Discase 
According to Season 











No. of Incidence, 

Cases per Cent 
Winter... es ae Sh Pe Pat 109 32.9 
Spring... .. my" ' sat 73 21.9 
Summer. :e 63 18.9 
Fall..... eine 87 26.3 
Tota) bade asaer : 332 100.0 





believe that future reports from our clinic may give a 
very decided increase in the ratio of this preventive 
measure. Veal* has advocated concomitant femoral 
vein interruption in low thigh amputations. This is a 
precaution we have used a few times and one we shall 
use more often in the future. 

This method of treatment may seem radical in the 
younger patient (table 2). Actually the process rarely 
produces fatal embolus in patients under 40 years of 
age. Since death occasionally occurs in this group, it 
is justifiable for this reason alone. In addition to this 
we know that sublethal infarcts and prolonged hos- 
pitalization can be avoided in this age group by the 
early recognition and radical treatment of phlebothrom- 
bosis and thrombophlebitis. The late sequelae of post- 
phlebitic phlegmon and ulcer is reduced to a minimum 
if thrombectomy and femoral vein interruption with its 
early ambulation are carried out. 

In the cardiac group we are asked to do femoral 
vein interruption if infarct occurs or if there are any 
signs of thrombosis in the leg veins. Recently we have 
had a few requests for this operation as a prophylactic 


TABLE 2.—Age of Patient in Decades 

















No. of Cases Percentage 
0-1 a ig 1 0.3 
10 - 20.. ces 6 1.6 
17.7 
OT oct ks cae tek. ead 14 3.8 
30 - 40... ,, ca eae 44 12.0 } 
40 - DO ‘ ~—r oS 18.5 
50 - 60..... nos obi 93 25.3 
@0-70......... a, «a 84 22.9 
82.3 
70 - 80 fe 48 13.1 
RO - 90 7 1.9 
fe _ —r csnne 2 0.6 
367 
procedure. It is well known that many of the pul- 


monary infarcts in cardiac patients come from the heart 
itself. We have shown, however, that a fair propor- 
tion of these emboli come from the legs in this group 
of patients. Femoral! vein interruption has not been 
responsible for a single death in our clinic to date. 


For these reasons the cardiologists feel that this opera- 
tion is indicated in these patients on slight provocation, 
It allows them to discount the possibility of a fatal 
embolus from the leg veins. 

A small group of patients with fracture of the hip 
region requiring operative procedures have been sub- 
jected to prophylactic femoral vein interruption. This 
has been brought about by the frequency of fatal 
embolus in these aged patients, particularly those with 
intertrochanteric fractures. Elderly men requiring pros- 
tatectomy are beginning to be considered in the same 
light as are those who are to undergo serious operations 
for malignant disease. It is hoped that we may be 
able to work out better criteria for prophylactic vein 
interruption. At the moment we are not urging this 
practice. If it could be standardized we could pre- 
vent approximately five deaths a year in our clinic from 
massive embolus that occur in the aged group of 
patients who give no warning of phlebothrombosis. 
This may be illustrated by the following case repart: 

Patient M., aged 74, was referred to us with extensive 


cancer of the stomach. Aside from considerable weight loss 
due to anorexia, he was in fair condition. After proper 





NUMBER OF CASES 


























'1930 36 YEARS SMONTHS 
t MEAN AGE / 
1943 Li943 44 YEARS 3MONTHS 


Fig. 1.—Age in decades and the mean age of patients admitted to 
the surgical services of the Massachusetts General Hospital for a cor- 
responding three month period in 1930 and 1943. Note the greater 
number of patients admitted in 1943 between the ages of 40 and 80 
years. Many of these required major surgery for malignant disease. 
Both of these factors, age and malignancy, increase the incidence of 
thromboembolic disease. 


preparation he was subjected to total gastrectomy by the 
abdominal approach. He did well and was taking a liberal 
bland diet by his fourteenth postoperative day. He complained 
at this time ef malaise and lack of any interest in food as well 
as slight discomfort in the epigastrium. He was afebrile, and 
physical examination revealed only a slight amount of tender- 
ness in the well healed operative region. There was a small 
amount of edema of his ankles, present before operation and 
attributed to nutritional deficiency. There was no evidence 
of tenderness in the calves or popliteal regions or over the 
course of the deep leg veins, and no dilatation of the super- 
ficial veins. He had no pain in his chest, no cough and no 
leg symptoms. The change in his condition was explained 
on the basis of overfeeding and reaction about the operative 
region. He improved during the next forty-eight hours and 
was taking food well. On his nineteenth postoperative day, 
while returning from the bathroom, he collapsed in the corridor 
and died within five minutes. Autopsy showed a massiv¢ 
pulmonary embolus of the type coming from the deep veins 0! 
the legs. There were two old small infarcts in the lungs. 





8. Veal, J. R.: The Prevention of Pulmonary Complications Follow- 
ing Thigh a by High 
3}. Ie ne ae 


4 Lane of the Femoral Vein, 
1: 240-244 (Jan. 23) 1943. 


9. Allen, A, W.; Linton, R. R., and Donaldson, G. A,: Thrombosis 
and Embolism: Review of 202 Patients Treated by Femoral Vein Inte: 
ruption, Ann. Surg. 118: 728-740 (Oct.) 1943. 
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In retrospect, we could have prevented his death by 
roentgen examination of the chest at the time of his 
first symptoms on the fourteenth postoperative day. 
This would have given us the true cause of the sudden 
change in his progress. Thrombectomy with femoral 
vein imterruption at this time would have forestalied 
the massive embolus. Prophylactic bilateral venous 
interruption would have been justified at the time of, 
prior to or a day or two after his gastrectomy. 

Much has been said recently regarding the advan- 
tages of early ambulation in postoperative patients. 
That this method of treatment has much to commend 
it we accept, and we make use of it in many cases. 
It does not, however, prevent thrombosis of the leg 
veins in all instances, but our futiire data may show 
reduction in this complication on this basis. 


In a 78 year old mother of a physician we were asked to 
repair an umbilical hernia that had recently become incar- 
cerated during a bout of coughing associated with acute 
bronchitis.. The hernia could be kept reduced by careful 
strapping, and this was done until all acute pulmonary symp- 
toms had subsided. A repair of the hernia was then done 
under spinal anesthesia with interrupted number 30 cotton 
sutures. The patient was cerefully nursed and, in addition 
to passive exercises of the legs and pressure bandages, the 
patient was got out of bed several times daily after the first 
postoperative day. On the evening of the eighth day a slight 
swelling was noticed in the left foot. There was no elevation 
of temperature and no evidence of tenderness over the deep 
veins of the leg. The superficial veins were not dilated. The 
next morning the calf measured 2 cm. greater on the left side 
and there was minimal discomfort in the calf muscles on 
dorsiflexion of the foot. At noon, eighteen hours following 
the first sign of phlebothrombosis, the femoral vein was exposed 
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Fig. 2,—Schematic drawing to show the exposure of the femoral sheath. 
A vertical incision is used over the femoral vessels. This type of 
incision avoids severance of the lymphatics, since it parallels them. 


Note that the femoral vein lies medial and partially posterior to the 
femoral artery. The latter must be retracted lateralward to expose the 
vein, The saphenous vein is exposed but carefully preserved, provided 


it is not thrombosed. The inguinal lymph nodes are retracted lateral- 


ward, 


under procaine anesthesia. On opening the vein a considerable 
amount of completely loose thrombus was removed by suction 
from the iliac as well as from the distal segment of the femoral 
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vein. The superficial femoral vein was divided between liga- 
tures and the wound closed. The patient had a low fever for 
three days, after which she was again made ambulatory and was 
discharged home on the twenty-first hospital day. The right 
vein was not. interrupted, but this leg was carefully watched 
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Fig. 3.—Schematic drawing to show the aspiration of a thrombus from 
the Coieniel and iliac veins through the superficial femoral vein. The 
cephalad segment is first cleared, then the distal one. The vein should 
not be ligated before aspiration of the thrombus. Note it in the glass 
cannula. (A) The inset shows the thrombus protruding through the 
transverse incision in the superficial femoral vein. Note the traction 
ligatures proximal and distal to the vein incision for control of the 
bleeding after thrombectomy. (B) The inset shows the ligation an 
division of the superficial femoral vein. Note the retraction of the 
vein ends. Each is ligated, then reinforced with stitch ligatures in 
each vein cuff distal to the primary ligature for additional safety against 
postoperative hemorrhage. 


for any sign of thrombosis. She was seen one month after 
discharge with a barely perceptible amount of lower leg edema. 
Her only complaint was a slight swelling in the operative 
site from a small collection of lymph. This has absorbed and 
the patient has had no further complication. 


Our experience with heparin in the treatment of 
thromboembolic disease has not been in accord with 
that of Murray.’® In our clinic patients were apt to do 
well while heparinization was carried out only to have 
a recurrence of symptoms and signs after the heparin 
was stopped ten to fourteen days after its beginning. 
One patient died of a fatal embolus the day following 
two weeks of adequate heparinization. We have found 
this method of treatment of great value if repeated 
minor infarcts have occurred after femoral vein inter- 
ruption. Also it is used routinely after any arterial 
surgery. 

Dicumarol has been used cautiously in a small num- 
ber of cases. We are of the opinion that this method 
of treatment may become sufficiently standardized to 
warrant its use more extensively. At this time, how- 
ever, we do not believe that it is as safe or as innocuous 
as femoral vein interruption. Certainly this is true in 
our clinic during the pressure of war curtailment in 
laboratory control and experience of personnel. 





10. Murray, G. D. W.: Heparin in Thrombosis and Embolism, Brit. 
J. Surg. 27: 567-598 (Jan.) 1940. 
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To June 1, 1944 we have interrupted the femoral 
veins for the treatment of, or the prevention of, 
thromboembolic disease on 464 patients. There has 
been no fatal complication as a result of this procedure 
in this entire series. Data are available for more 
detailed analysis on the 367 patients operated on before 
Jan. 1, 1944 and these are herewith presented. 

That we have approached this form of treatment with 
caution but with increasing enthusiasm is indicated in 
table 3. The increasing incidence of bilateral femoral 
vein interruption as shown in table 4 has come about 
as a natural result of experience. So often have we 
had signs appear in the opposite leg or a new infarct 
occur a few days after unilateral interruption that we 
now feel that the two femoral veins should be inter- 
rupted at the same sitting. This has been further sup- 
ported by the fact that the interruption of a normal 
femoral vein is harmless. Also we have found throm- 
hosis in many opposite femoral veins that were thought 
to be normal by all our preoperative criteria. It is our 
present attitude to recommend bilateral femoral vein 
interruption routinely if either side is done. It is true 
that there is a slight predilection for thrombosis on the 

















Fig. 4.—A, schematic drawing to show the closure of the femoral 
sheath, the fascia lata and the superficial fascia with interrupted sutures 
of fine cotton. 3B, schematic drawing to show the skin closure with 
interrupted vertical mattress sutures of fine silk. 


left side. This is indicated in table 5, which also 
includes the location of phlebotomy and interruption. 

This brings to mind the question of where the vein 
should be opened and interrupted. It has been our 
feeling that the superficial femoral vein just below the 
profunda femoris was the ideal site. This area is easily 
exposed and offers a segment of at least 2 cm. in length 
that is free of muscular branches. There is less danger 
of accidental hemorrhage in this area than in the com- 
inon femoral vein. Thrombi can be removed from the 
iliac region adequately by suction through this approach. 
Although it 4s recognized that sublethal infarcts can 
occur from the saphenous or the profunda, we have not 
experienced a single instance of fatal embolus after 
interruption of the superficial femoral at the level used. 
Actually only 5 per cent of our patients have had 
infarcts of any degree following this procedure and 
most of them have been of minor importance. Ig a 
few instances these have been multiple and, when 
added to the damage already done by infarcts that had 
occurred before femoral vein interruption, have caused 
serious alarm. It is in this type of patient that heparin 
has occasionally been used with definite benefit. We 
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have supposed that many of these post-vein interruption 
infarcts have come from the iliac region where thrombi 
may have recurred or in cases in which the removal 
by suction has been incomplete. 

One of us (R. R. L.) has favored interruption of 
the common femoral instead of the superficial femoral 

















Fig. 5—A, schematic drawing to show a bland thrombosis of the 
deep veins of the left lower extremity. Note that the thrombus is not 
attached to the femoral and iliac veins. B, schematic drawing to 
show the free portion of the thrombus coiled in and occluding the pul- 
monary artery, Ug germ fatal pulmonary embolism. This catastrophe 
can be prevented by thrombectomy and femoral vein interruption. 


during the past year. He feels that in rare instances 
the profunda femoris may unload sufficient thrombus to 
produce a lethal outcome, particularly in the patient 
who has already had massive, repeated ‘or sublethal 





Fig. 6.—Temperature, pulse and respiration. A, combined abdomin« 
perineal resection; B, bilateral femoral ligation; C, discharge. 


emboli. He has no proved instance of this occurrence 
but believes it is a possible explanation of one fatality 
in his experience. He recommends that the interrup- 
tion be made below the saphenous if it is patent, since 
interruption above the profunda and including the 





Vo 


sa} 
so 
int 
dit 
in 
th 
aft 
na 
tic 
na 
ha 


ch 
th 


19: 


W 
01 








- A, 
1945 


tion 
mbi 
val 


| of 
ral 


the 
not 

to 
ul- 
she 


es 
to 
nt 
al 





VoLtumeE 128 
NuMBER 6 


saphenous has caused venous congestion of a trouble- 
some degree in a few instances. It is admitted that 
interruption of the common femoral is technically more 
difficult to accomplish. Because of muscular branches 
in this segment, hemorrhage is harder to control. Also 
this feature makes it necessary to ligate in continuity 
alter phlebotomy and thrombectomy. There may be 
no advantage in division of the vein as we have prac- 
ticed it in the superficial femoral, but the obvious elimi- 
nation of tension on the vein when divided may well 
have a beneficial influence on the final result. 
Indications of venous thrombosis are multiple. Often 
chest pain is the first warning, while in many instances 
the routine bidaily examination of the legs may reveal 
a clue. The clinical chart may offer the first evidence 
of thrombosis and infarcts. The patient less often 
complains of discomfort in the foot or calf muscles. 
Chest pain appearing suddenly, often associated with 
uncomfortable deep breathing and cough with blood 
tinged sputum, is so characteristic that confirmatory 
roentgenograms are unnecessary. Often, however, 
infarcts occur that give no sign or symptom but are 


TaBLE 3.—Femoral Vein Interruptions in 367 Cases 
According to Year * 








Bs cre bids tec actretht) osWeothbiceseeesad 1 
Bin de tnh'nn' pntvalgete devienhe inlet es 0 
EFA Reh sa Putece cqpsaigérveseaceass ¥tee 8 
BN 8 99 5s PEI Onin cs diodes cast 5 
PBS 2:60 «0-90 056 o dpeninight head a nbn 6 04sees cdl 55 
Be Rinas (5.53 ss bh eheneys bee he 6 bodaee Gees 211 
DI isre 0.04 99:9:9,6050 5440 ceensenaneateretais 299 





* Bilateral interruptions account for the discrepancy in total figures. 


TABLE 4.—Analysis of Unilateral and Bilateral Femoral 
Vein Interruptions 














No. of 
Cases Percentage 
1937 to 1942 inclusive 
Unilateral femoral vein interruption.... 124 61.0 
Bilateral femoral vein interruption...... 78 39.0 
Potahictawisadide.s 1nidd<cwcecidine 202 100.0 
1943 (only): 
Unilateral femoral vein interruption.... 31 19.0 
Bilateral femoral vein interruption...... 134 81.0 
SR Sa iiecs te acederssatiessssdadst 165 100.0 





easily seen in the x-ray film of the chest. Ninety-five 
per cent of these infarcts are in the lower lobes and 
55 per cent are in the left lower lobe (table 6). 

Thirty-eight per cent of our cases presented chest 
symptoms first, while 62 per cent evidenced the initial 
difficulty by one of the leg signs or symptoms. The 
latter include pain, swelling, tenderness or dilated 
superficial veins. Homans has called attention to the 
dorsiflexion sign, which is pathognomonic when present. 
This test is carried out by gentle but forceful dorsi- 
flexion of the foot with the leg extended. If discomfort 
in the calf muscles or the popliteal space is experienced 
during this maneuver, one can be sure that deep venous 
thrombosis exists. Forty-one per cent of our cases 
examined in this manner showed a positive Homans 
sign. Sixty-six per cent showed swelling of the 
extremity in some degree. Two thirds of the cases 
examined for tenderness over the calf muscles or deep 
veins gave this evidence of thrombosis. 

We have noted a typical change in the clinical chart 
when thrombosis and infarct have occurred even with- 
out symptoms. If one observes a slight rise in tempera- 
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ture, pulse and respiration on the same recording, then 
a thrombosis and infarct has occurred. This sign was 
found to be a reliable guide as to treatment in approxi- 
mately 78 per cent of the charts suitable for analysis. 
In many instances one may get an elevation of one or 
two of the three lines for other reasons, but if they 
occur synchronously one must assume that the thrombo- 
embolic syndrome has occurred. 


TABLE 5.—Analysis of Femoral Vein Interruptions 








Number Percentage 
Vein interrupted: 
Right common femoral...................+. 40 14.0 
Right superficial femoral................... 239 86.0 
OE Be tits da ba 50:4onpocsdcuhans<dasee 279 48.0 
Left common femoral............sccccsseee 59 20.0 
Left superficial femoral..................... 241 80.0 
EAPO AIG TS Ee ay eee 
Potel Sight amd Sette. . sis 5 csc oes 579 100.0 





The use of phlebograms in our clinic, once believed to 
be so important,"' has gradually been discarded. This 
has come about as a natural result of experience. 
Phlebograms require a special time consuming technic 
and much practice in the interpretation of the films. 
Owing to the pressure of work and rapid changes in 
personnel, it became obvious to us that other criteria 
were less time consuming and more reliable.* Dur- 
ing the year 1943 we used phlebograms in only 
3 instances. One of us (R. R. L.) believes that 
phlebography is not innocuous and that this procedure 
may have been responsible for thrombosis in some 
instances and fatal embolism in 1 case with phlebograms 
interpreted as negative for thrombosis. He therefore 
feels that if phlebography is done, regardless of its 
interpretation, one is committed to femoral vein inter- 
ruption. 

Morbidity following femoral vein interruption is less 
than we expected. The average number of days from 
this procedure to a normal chart was 5.3. This means 
that early rising can be safely carried out. Some of 
the patients have been kept ambulatory in spite of a 
slightly elevated chart, but this has not been the rule. 
Patients were discharged from the hospital in an 
average of 8.9 days following femoral vein interruption. 

In the series of 367 cases analyzed there were only 
5 instances of wound infection. This is particularly 
surprising when one considers the location of the 


TABLE 6.—Location of Emboli 








Percentage 
Titht Ses os desi ose ge bdo os cope lee 55.0 
na nadicas oh0npeessapecee 40.0 
Re I ae oc Lak cle Bede cdbed ens 1.7 
Dad iin os 0.5655 So owes’ 5 00 3.3 
Right middle lobe.............-......4- 0 
100.0 





wound and the more or less emergency nature of the 
operation. Instruments, gloves, gowns and drapes are 
changed before the second side is done. 

Hemorrhage from the slipping of a ligature has 
occurred in 3 cases. This accident is unwarranted and 
will not occur if a stitch ligature is used distal to the 
original tie. If this complication arises, it is best to 





11. Welcn, C. E.; Faxon, H. H., and McGahey, C. E.: The Applica- 
tion of Phlebography to the Therapy of Thrombosis and Embolism, 
Surgery 12: 163-183 (Aug.) 1942. 

12. Allen, A. W.: Peripheral Circulation in Relation to Trauma, 


with Special Reference to Thrombosis and Embolism, Am. J. Surg. 59: 
177-185 (Feb.) 1943. 
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return the patient to the operating room, remove the 
hematoma and properly secure the vessel. 
Lymphorrhea has occurred in 15 instanees. This is 
troublesome but soon ceases of its own accord. Patients 
having this complication are kept in the hospital until 
their wounds are dry. One may keep this compli- 
cation at a minimum. by carefully making the incision 
through all tissue parallel to the vessels. Often dis- 
section mesially to ascertain the location of the saphe- 
nous is unnecessary. At times one can identify and 
ligate a transected lymphatic vessel. There have been 
an. additional number of wounds that have filled to 
some extent with lymph, without actual discharge of 
this fluid from the wound. It is best not to aspirate 
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sufficiently to identify its main branches in this region. 
If the saphenous vein is normal, it is left alone; if it 
is thrombosed, it is interrupted. Having identified the 
profunda femoris, the superficial femoral is freed on 
its posterior avascular segment approximately 2 cm. 
distally. Under this is passed two strands of 0 chromic 
catgut or number 30 cotton. These are held by hemo- 
stats at the proximal and distal ends of the free seg- 
ment. The center of this segment of the superficial 
femoral -vein is then incised transversely through hali 
its diameter. If the thrombus has extended to this 
level, it begins to extrude itself. Suction is applied 
through an angulated glass tube and the proximal vein 
freed of thrombi until free bleeding occurs. The upper 


TABLE 7.—Analysis of Deaths 








Veins * 

Inter- 

Case Age Sex Diagnosis rupted 

1 W.C. 65 rot Glaucoma, arterioselerotic heart dis- L. 8. F. 

ease 

Os Bs. ae 66 fe. Carcinoma of stomach............... L. 8S. F. 

ay & 2 62 rol Carcinoma of colon.................. R. 8. F. 

L. 8. F. 

4. J.G. 45 rol Carcinoma of bladder................ R. C. F. 

A. C. 62 ¢C Carcinoma of colon; acute cholecys- R. 8. F. 

titis with bile peritonitis L. C. F. 

é Rik 52 ref Coronary heart disease............... R. 8. F. 

7%. A.R.8. 39 g Coronary heart disease............... L. 8. F. 

8. M.B.8. 69 g Coronary heart disease............... L. 8. F. 

9. H.H. 79 Fx TE Fike 4 669-0:54405 64048 o0- R. C. F. 

10. B. E. 9 » Carcinoma of uterus................. L. C. F. 

ll. G.G.R. 52 Zc Dermatomayositia. .... cscs lee eseasswe R. C. F. 

L. C..F. 

3s 6.2. 40 Q Rheumatic heart disease.............. R.8. ¥. 

L. C. F. 

13. M.N 85 g Fracture of right hip................. R. 8. F. 

L. 8. F. 

14. E.H. 75 fs Coronary occlusion.............-...+- R. 8. F. 

L. 8. F. 

uM. 3B. H. 71 rol Suppurative cholangitis.............. R. 8. F. 

od L. 8. F. 

16. E.M.K. 61 g Arteriosclerotic gangrene............. R. C. F. 

L. C. F. 

17. A.R.B. 8 g Intestinal obstruction...............- R. 8. F. 

L. 8. F. 

18. M.M. M. 75 Q Candin’ OSTA ce ooo oss ccvicsecesssss R. 8. F. 

L. 8S. F. 

9. W.J3.C. @ foi Fracture of lower right leg........... R. 8. F. 

L. 8. F. 

20. W.K. 61 ro Coronary heart disease...........-.-. R. C, F. 

L. C. F. 

21. H.C. M. 66 J Carcinoma of prostate............... R. C. F. 

L. 8. F. 

23. A. O.f 62 ref Coronary thrombosis with bilateral L. 8. ¥. 
femoral emboli 

23. C. H. 66 rot Carcinoma of rectum.............+++. R. S. F. 

L. 8. F. 


Days from 
Emboli Ligature 
———_——-——- of Veins 
Autopsy Old New to Death Cause of Death 
re + 0 11 Cardiac failure 
0 = -- 2 Peritonitis 
0 _ — 52 Recurrent carcinoma; intestinal 
obstruction 
+ ao 0 10 Sepsis about right kidney 
+ 0 0 7 Bile peritonitis 
+ + 0 28 Coronary infarct 
0 - ~ 15 Coronary heart disease 
+ + 0 27 Coronary heart disease 
- 0 0 30 Pneumonia 
~ oo 0 8 Uremia 
+ + + 3 Dermatomyositis 
+ + + 49 Multiple infarcts 
. 
+ 0 0 22 Bronchopneumonia 
+ ao 0 9 Cardiac failure 
+ 0 0 27 Bronchopneumonia 
0 -- o 45 Cardiac failure 
0 = a 5 Congestive heart failure 
+ + + 8 Multiple pulmonary infarcts with 
abscess 
+ 0 0 39 Miliary tuberculosis 
+ + 0 22 Myocardial infarction with cerebral 
infarction 
+ 0 0 13 Myocardial infarct 
+ 0 ao 10 Massive pulmonary emboli 
0 + 0 12 Cardiac failure 





*R. & L.S. F. = right and left superficial femoral vein; R. & L. C. F. 


= right and Jeft common femoral vein. 


+ The fatal embolism in this case originated from the uninterrupted right femoral vein. 


this collection; if left alone, it will be absorbed in 
three to five weeks. Much of this can be avoided by 
carefully closing the deeper tissues with fine inter- 
rupted cotton sutures. 

There have not been any deaths in the group of 464 
cases reported as the result of femoral vein interruption. 


OPERATIVE TECHNIC 

Under local infiltration 1 per cent procaine hydro- 
chloride anesthesia, a 4 inch incision is made from the 
crease of the groin distalward along the course of the 
pulsating femoral artery. The skin edges are carefully 
protected by sterile towels. The dissection is carried 


through the fat and superficial fascia to the vascular 
bundle. The femoral artery overlies the vein somewhat 
in this region and is freed sufficiently so that it can be 
retracted laterally. The center of this wound exposes 
the superficial femoral vein, which can be dissected 


control ligature is then tied. The distal segment of 
vein is then cleared of thrombus as well as possible by 
the suction tube. The more adequately this is accom- 
plished, the freer the bleeding. This end is now tied 
and the vein completely divided. Stitch ligatures are 
then applied through the cut ends distal to the ties. 
The wound is irrigated with isotonic solution of sodium 
chloride and closed without drainage. Woven bandages 
are applied to the foot and leg up to the knee. These 
are advocated during ambulation as long as there is 
swelling or as long as it gives the patient comfort. 

It is interesting to note that patients who have had 
infarcts before femoral vein interruption are less likely 
to have thrombi at the site of operation than those 
who are operated on before infarcts occur. The ideal 
situation is to make the diagnosis on minimal leg symp- 
toms and signs, thereby interrupting the vein above the 
thrombus. Certainly the earlier this is done the shorter 
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the convalescence, both immediate and ultimate. Fever 
is dependent mainly on a pathologic condition of the 
lung in the form of infarct, but in many instances the 
inflammatory reaction about the vein itself plays a role. 
All the patients have some swelling of the leg after 
vein interruption and a few of them develop swelling 
of the thigh. This will last a variable time. If the 
operation is done for minimal signs early, the post- 
operative swelling is almost imperceptible. If the 
thrombus is such that it can be completely cleared out, 
the swelling lasts only a short time. The longer the 
process has existed in the vein, the longer it takes for 
all the postoperative edema to subside. The average 
patient will discard bandages in from four to twelve 
weeks. Occasionally these will be worn for six months. 
We have seen only 1 instance of postphlebitic phlegmon 
and ulcer so frequently seen in spontaneous recovery 
from thrombophlebitis. In this case phlebothrombosis 
had occurred with repeated infarcts diagnosed as recur- 
ring pneumonia over a period of six months prior to 
thrombectomy and femoral vein interruption. 

It should be mentioned that inferior vena cava liga- 
tion has been done in 10 cases by one of us (R. R. L.). 
These were for iliac thrombosis of considerable standing 
with repeated infarcts. It is simpler to expose the vena 
cava through an abdominal incision without entering 
the peritoneum, since this structure can be reflected 
intact with ease, especially from the right. This pro- 
cedure is preferable to bilateral iliac interruption, which 
creates technical difficulties and has been done at two 
sittings through elongated ureteral-like exposures. If 
the thrombus is of long duration it is unlikely that it 
can be succéssfully aspirated through a. femoral 
exposure. Although this has been done several times, 
the resulting sublethal infarcts have been troublesome 
and the postoperative edema has been of long duration. 
lt is surprising to see the rapid subsidence and the 
minimal edema following vena cava ligation in the 
cases treated by this method. 


SUMMARY AND CONCLUSIONS 


1. Bilateral femoral vein interruption is a safe pro- 
cedure which can be carried out on extremely ill 
patients and will prevent massive fatal pulmonary 
embolism. 

2. This operation should be carried out (1) on 
patients who have developed nonfatal pulmonary embo- 
lism, even though no positive signs of venous throm- 
bosis in the legs can be detected, and (2) on any patient 
who develops phlebitis, as evidenced by pain, tender- 
ness, swelling in the lower extremities, dilated super- 
ficial veins or pain in the calf muscles when the foot 
is forcefully dorsiflexed (Homans’ sign). It is rare 
that all these signs are present, so that the decision 
to operate may depend on one or two criteria. 

3. Bilateral femoral vein interruption, if any is done, 
is indicated on all patients except on very rare occa- 
sions. This is because in a number of instances throm- 
hus formation has been found present in the apparently 
normal unaffected extremity. 

4. Femoral vein interruption has been used pro- 
phylactically without harm for a few elderly patients 
with intertrochanteric fractures of the hip and in some 
requiring major abdominal surgery for cancer. 

5. Every attempt should be made to make the diag- 
nosis of thrombophlebitis before the femoral and iliac 
veins. have become involved, since by early treatment 
the postoperative sequelae are reduced. 
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6. In cases with femoral-iliac thrombosis, the 
mechanical removal of thrombus from the vein by 
aspiration has been demonstrated to be a safe pro- 
cedure. It should be done as early as possible after 
the thrombosis has been diagnosed. This reduces the 
pain and swelling in the leg and hastens the recovery, 
in addition to preventing massive fatal pulmonary 
embolism. 

7. No deaths have occurred in the group of 464 cases 
reported as the result of femoral vein interruption. 

8. The morbidity of thromboembolic disease is tre- 
mendously reduced by this operation. 





ABSTRACT OF DISCUSSION 


Dr. Atton Ocusner, New Orleans: At one of the recent 
surgical society meetings, a new operation was described for 
the removal of a pulmonary embolism. We all know what 
happens when a person develops a pulmonary embolism, and 
if he is sick enough to be operated on the result is almost 
invariably a fatality. There is only one treatment for pulmo- 
nary embolism and it is prophylaxis. A great deal can be 
accomplished by preventing the clot originally, as the authors 
have emphasized. It is my belief that every patient past 
45 years of age who has to be operated on should have his 
extremities wrapped from his toes to his groin before he goes 
to the operating room. This wrapping is maintained during 
his postoperative period until he is able to move his extremities 
actively. Early ambulation has undoubtedly done a great deal 
to cut down the incidence of postoperative thrombosis. Dr. 
Allen has referred to the geographic incidence of this condition. 
It is true. In the South we see a great deal less of it. Another 
factor is undoubtedly the temperature. It has been shown that 
in the Northern clinics, as Dr. Allen and his associates showed 
today, the incidence of thrombosis is higher in the winter 
months. I believe that this is probably due to the vasospastic 
influence, which is more likely to occur during the winter 
months. The patient who has a true thrombophlebitis does not 
require a vein ligation, and injection of sympathetic ganglions 
with procaine is all that is necessary. On the other hand in 
the presence of a hard thrombus, i. e. phlebothrombus, in which 
the clot is not firmly attached, prophylactic ligation of the vein 
is essential. In this way embolism is prevented. In older per- 
sons we routinely look at their extremities, look for tenderness 
in the calf and the plantar veins, determine the Homan dorsi- 
flexion sign and look for tenderness along the course of the 
femoral vessels. Whenever tenderness is present or whenever 
there is an elevation of pulse rate out of proportion to any- 
thing else, we suspect intravenous clotting and will tie them up. 
I believe, as Dr. Allen does, that phlebography hasn't the place 
that we originally thought it did. It is nice to demonstrate 
the presence of a clot, but probably it is best to ligate the 
femoral and then one can be sure in a suspected case. The 
bilateral ligation should certainly be done in most cases. 


Dr. ArtHur W. ALLEN, Boston: Heparinization requires 
the patient to be pretty well confined to the hospital bed or, 
certainly, to the hospital room. Now, the prophylactic use of 
heparin and dicumarol has a real future. We are observing 
it carefully and cautiously. We have had no serious sequelae 
with the use of dicumarol given in small doses shortly after 
operation and carried on afterward. In our city Dr. George 
Van S. Smith has routinely given his elderly patients 200 mg. 
of dicumarol after operation, repeated in five days, and occa- 
sionally a third dose is given. He has made a careful check 
on these patients and we can depend eventually on his report, 
which he is not quite ready yet to make. The only difficul- 
ties he has had have been hemorrhage in the vaginal plastic 
operations. These have been troublesome, sometimes requir- 
ing subsequent repair. There have been no serious abdominal 
hemorrhages in his group so far. Dr. Smith believes now that 
he has reduced the incidence of thromboembolic disease a great 
deal, probably as much as 75 per cent. When we can get the 
use of this drug standardized we shall find it tremendously 
helpful and possibly we can avoid many of these simple and 
innocuous surgical procedures which I have described. 
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In previous reports’ two of us have described a 
method for prolonging the action of calcium penicillin 
by suspending it in beeswax-peanut oil and have shown 
successful results attained in a small group of patients 
with gonorrhea by a single injection of this mixture. 

Our purpose here is to give the results obtained in 
the treatment of 175 cases of gonorrhea in males by 
a single injection of penicillin beeswax-peanut oil. The 
excellent results in the treatment of gonorrhea with 
penicillin in saline solution and the various methods 
and schedules of utilization have been reported by 
others.? 

In our first reports’? a suspension of penicillin bees- 
wax-peanut oil was obtained by shaking the mixture 
for ten to fifteen minutes by hand. We have since 
used a mechanical blender, which has proved more 
efficient and practical for preparing larger quantities. 
It is necessary to emphasize that the preparation of a 
satisfactory penicillin beeswax-peanut oil mixture is 
contingent on the use of calcium penicillin, highly 
refined peanut oil and bleached U. S. P. beeswax. 

The peanut oil is sterilized by the following pro- 
cedure: It is first Seitz filtered, then passed through 
six layers of sterile gauze or a sintered glass filter, 
and finally autoclaved at 17 pounds of steam pressure 
for twenty minutes. The beeswax is heated to a liquid 
state and filtered through six layers of sterile gauze. 
It is then autoclaved at 17 pounds of steam pressure 
for twenty minutes. The most satisfactory mixture 
used in this study was 100,000 units of calcium peni- 
cillin in 1 cc. of 4 per cent (by volume; 3.2 per cent 
by weight) beeswax in peanut oil. This can be pre- 
pared in the following manner: The desired quantity 
of penicillin is placed in the sterile mechanical blender 
or mixer, and to this is added 1 cc. of a sterile 4 per 
cent mixture of beeswax in peanut oil for each hun- 
dred thousand units of penicillin. Prior to adding the 
beeswax-peanut oil, it is heated until clear. The mix- 
ture is then blended until the penicillin is completely 
suspended in the beeswax-peanut oil. At this time the 
mixture is sufficiently liquid sO that it will not only 
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pass through a 19 or 20 gage needle but will even go 
through a 26 gage needle. Sodium penicillin in beeswax- 
peanut oil has not produced as satisfactory a mixture 
or as consistent results as the calcium penicillin. There- 
fore its use is inadvisable for the present. 

Detailed studies on the absorption and excretion of 
200,000, 250,000 and 300,000 units of penicillin in 
1 cc. of beeswax-peanut oil will be reported later. 

Studies on the stability’? of penicillin in beeswax- 
peanut oil will also be reported later. However, assay 
of this material, which has already been maintained at 
ice box, room and 37 C. temperatures for six months 
has shown no loss of potency. 

Additional follow-up * on the gross and microscopic 
studies of the tissues from the site of the injection of 
the mixture shows minimal residual findings at five 
months in hamsters and two and one-half months in 
rabbys. Details on these results will also be reported. 

The cases of gonorrhea in this study were treated 
by both the hand shaken and the mechanically blended 
mixtures of penicillin beeswax-peanut oil. Table 1 shows 


TaBLE 1.—Number of Cases of Gonorrhea Treated with 
Penicillin in Varying Volumes and Proportions 
of Beeswax and Peanut Oil 








100,000 Oxford Unite of Calcium penicillin 








“ Number of Volume of Seiins Peanut Per Cent of 
Cases Oil, Ce. Beeswax 
52 2.0 3 
24 1.0 é 
5 1.0 5 
5 3.0 3 
5 1.0 4 
4 1.8 3 
3 0.75 5 
1 2.0 4 
1 3.0 6 
150,000 Oxford Units of Calcium Penicillin 
- —™ ———=, 
41 1.5 4 
9 1.5 3 
8 4.0 3 
7 3.0 3 
6 2.0 3 
1 3.0 4 
1 2.5 3 
1 1.5 5 
1 1.7 6.7 





the various combinations of the penicillin mixture used 
in the single injection treatment of 175 cases of gonor- 
rhea in males. 

Of the 100 patients who received a single injection 
of 100,000 units, 85 had penicillin assays * of the blood 
determined at intervals of one hour for ten hours. 
Assays of penicillin in the urine were also done to 
determine for how long a period penicillin continued 
to be excreted. In this group of patients the average 
duration of assayable penicillin in the blood was seven 
and one-half hours. The average highest level in the 
blood was 0.156 Oxford unit of penicillin per cubic 
centimeter. The average duration of excretion of 
penicillin in the urine was twenty-four hours. 

By contrast, a single injection of 100,000 units of 
penicillin in saline solution will produce a very high 
initial blood level of penicillin in the first hour, which 
rapidly diminishes to a vanishing point in four to 
four and one-half hours, with excretion of penicillin 
in the urine continuing for only six to eight hours. 


3. Assays of the blood were done by the method of C. H. Rammel- 
kamp (Proc. Soc. Exper, Biol. & Med. 51:95 [Oct.] 1942) with minor 
modifications. The penicillin assays of the urine were done . the methods 
of Rake and Jones (ibid. 54: 189 [Nov.] 1943) and of ‘Rammelkamp. 
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Sixty of the 75 patients who received a single 
injection of 150,000 units had penicillin assays of the 
blood determined at intervals of one hour for twelve 
hours and had penicillin assays of the urine determined. 
In this group of patients the average duration of assay- 
able penicillin in the blood was ten hours. The aver- 
age highest level in the blood was 0.204 Oxford unit 


TABLE 2.—Time Interval for Change from Purulent to 
Mucoid Urethral Discharge in Gonorrhea Treated with 
a Single Injection of 100,000 Units of Penicillin 
in Beeswax-Peanut Oil 








HOurs.......++ 2 4 5 6 7 8 10 12-18 2% 3 48 72 
CaseS......005 5 13 3 17 6 16 -, 6 66 2 2 1 





of penicillin per cubic centimeter. The average dura- 
tion of excretion of penicillin in the urine was thirty- 
two hours. 

The in vitro susceptibility* of the gonococcus to 
penicillin was determined in 52 patients. The range 
of susceptibility to penicillin was 0.0039 to 0.0625 
Oxford unit per cubic centimeter. 

All the 175 cases of gonorrhea treated gave definite 
clinical signs of urethritis with a frank urethral dis- 
charge. In addition, all cases gave a positive smear 
and culture for the gonococcus prior to the institution 
of therapy. All individuals admitted to the hospital 
for gonorrheal infection were treated regardless of the 
length of time the disease was present or whether 
previous treatment had been administered. No attempt 
at selection was undertaken, and no other treatment, 
either local or systemic, was given to patients receiving 
the single injection of penicillin in beeswax-peanut oil. 
All patients were confined to the hospital during their 
treatment and follow-up period to determine their 
cure, thereby eliminating any povsibility of confusion 
between treatment failures and reinfection. The period 
of observation in all instances was a minimum of two 
weeks from the time of injection of penicillin in oil. 
Patients were inspected daily during the period of 
observation, and prostatic smears and cultures were 
done at two, four and seven days. This period of 
observation and the intervals at which cultures were 
obtained were based on previous experience® with 
the use of penicillin in saline solution in the treatment 
of gonorrhea. In addition, smears and cultures were 
taken from the third through the seventh hour after 
the injection of penicillin in oil in order to determine 


TABLE 3.—Time Interval for Cessation of Mucoid Urethral 
Discharge in Gonorrhea Treated with a Single 
Injection of 100,000 Units of Penicillin 
in Becswax-Peanut Oil 








HOGRes icc 0tsesd 24 48 72 96 120 168 
Oatid...45i5...450 21 11 82 16 10 3 
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at what hour they might become negative. Dupli- 
cate cultures, to which had been added penicillinase 
(Clarase) were also taken in order t6é eliminate the 
possibility of inhibition of growth by penicillin which 
might be present in the secretion. ‘ 

The first group of 100 patients was treated by a 
single injection of 100,000. units of penicillin in bees- 





4. Romansky, M. J., and Robin, E. V. D.: Unpublished data. 
5. Murphy, R. J Experimental Use of Penicillin in Treatment of 
Dept., August 


Sulfonamide Resistant Gonorrhea, Bull. U. S. Army 
1944, no. 79, p. 101 
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wax-peanut oil. Injections were given in the upper 
outer quadrant of the buttock. Table 1 indicates the 
various volumes of the mixture and percentages of 
beeswax used. Of the 100 patients, 76 were white 
and 24 Negro. Seventy-one had had no previous treat- 
ment, and 29 were sulfonamide resistant. Ninety-three 
of the 100 patients were cured by the single injection. 
Seven required retreatment with a single injection of 
150,000 units of penicillin in beeswax-peanut oil and 
were cured. Five were white and 2 Negroes; 2 of 
the white and 1 of the Negro patients had been sulfon- 
amide resistant. 

Of particular interest from the clinical standpoint 
was the rapid change from a purulent yellow urethral 
discharge tO a scant, watery, mucoid type, as shown 
in table 2. 

Eighty-three per cent showed this change in twelve 
hours and 95 per cent by twenty-four hours. The 
remaining 5 per cent changed by the seventy-second 
hour. Included in table 2 are the 7 failures with 


TABLE 4.—Time Interval Between Treatment and Bacterio- 
logic Negativity in 93 Cases of Gonorrhea Treated 
with a Single Injection of 100,000 Units of 
Penicillin in Beeswax-Peanut Oil 
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TABLE 5.—Progress of 7 Gonorrhea Patients Retreated with 
a Single Injection of 150,000 Units of Penicillin in 
Beeswax-Peanut Oil After Failure with 

a Single Injection of 100,000 Units 








Purulent to mucoid discharge 


Ms 6b s0ssasessaucs 6 7 8 16 24 

CNS Be vn p vis ecesinass 1 1 1 1 
Cessation of mucoid discharge 

pee enc eee 18 , 2 36 72 

Ce... «<cmshcatannees 1 1 1 
Bacteriologic negativity 

TR a vcs caecciekatons 3 4d 6 7 24 

Ses knacanseekse ons 2 1 1 1 2 





100,000 units. These 7 cases also changed from a 
purulent to a mucoid discharge from one to twelve 
hours after their injection. 

The 93 patients cured by the single injection of 
100,000 units had complete cessation of the mucoid 
discharge, as shown in table 3. 

At the end of a three day period following the insti- 
tution of treatment 66.8 per cent were entirely negative 
for evidence of mucoid discharge, by the fifth day 
96.7 per cent and by the seventh day the remaining 
3.3 per cent. In the 7 cases which were failures a 
recurrence of the purulent discharge was present in 
forty-eight to seventy-two hours. 

Of the 100 patients 79 per cent were bacteriologically 
negative within seven hours after the single injection 
of penicillin in oil (table 4) and 14 per cent were nega- 
tive within seven to forty-eight hours. The remaining 
7 per cent ih this group of 100 patients receiving 
100,000 units were the failures meritioned. These 7 
were bacteriologically positive forty-eight hours after 
their injection. Subsequently they responded to a 
single injection of 150,000 units of penicillin in bees- 
wax-peanut oil. Table 5 shows in these 7 cases the 
changes from purulent to mucoid discharge, the cessa- 
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tion of the mucoid discharge and the hours at which 
the smears and cultures became negative. Contrasted 
with these findings, the treatment of gonorrhea with 
a single injection of 100,000 units of penicillin in saline 
solution resulted in only 74 per cent cure.® 

Group 2 consisted of 75 patients who received a 
single injection of 150,000 units of penicillin in bees- 
wax-peanut oil. In this group there were 54 white 
and 21 Negro patients. Sixteen of the 75 were sulfon- 


ainide resistant and 59 had had no previous treatment. 


There were no failures in this group of 75 patients 
receiving 150,000 units of penicillin in beeswax-peanut 
oil, The purulent urethral discharge became mucoid, 
as shown in table 6, within seven hours in 73.3 per 
cent of the cases, twelve hours in 92 per cent and 
twenty-four hours in 100 per cent. 

The time required for the mucoid discharge to sub- 
side entirely in these 75 cases is illustrated in table 7, 


TABLE 6.—Time Interval for Change from Purulent to 
Mucoid Urethral Discharge in Gonorrhea Treated 
with a Single Injection of 150,000 Units of 
Penicillin in Beeswax-Peanut Oil 








a1 
ir 2) 
~ 
— 
~ 
nw 
- 
cr 
~ 
a 
bo 
_ 


eer 4 5 6 
$0 Se 9 15 22 9 8 3 3 1 2 3 





_ 


TaBLe 7.—Time Interval for Cessation of Mucoid Urethral 
Discharge in Gonorrhea Treated with a Single Injection 
of 150,000 Units of Penicillin in Beeswax-Peanut Oil 
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TaBLE 8.—Time Interval Between Treatment and Bacterio- 
logic Negativity in Gonorrhea Treated with a Single 
Injection of 150,000 Units of Penicillin 
in’ Beeswax-Peanut Oil 








HHOUSS.... cc cccdecccceces 3 4 5 6 
CEL nacndwnatanwsanie 26 8 5 13 10 1 12 





in which 85.3 per cent showed this change in two days 
and 94.6 per cent in four days, with the remaining 
5.4 per cent free from discharge by the seventh day. 

Of the 75 patients, 82.6 per cent were bacterio- 
logically negative within seven hours, as shown in 
table 8. The remaining 17.4 per cent in this group 
were negative within seven to forty-eight hours. 

Of the 175 patients, 11 had severe acute prostatitis 
as evidenced by a greatly enlarged, exquisitely tender 
prostate. The smallest was twice the normal size, and 
the largest did not allow one digit of the examining 
finger to be introduced into the rectum. The effect of 
penicillin in oil on such complications appeared to be 
quite dramatic. Following the institution of treatment, 
in every instance, the prostate was about 25 per cent 
reduced in size by the end of the second day and 75 
per cent reduced at the end of four days. By the 
seventh day culture the prostate had returned to its 
normal size. The response of prostatitis was much 
more striking than in cases previously treated with 
intermittent doses of penicillin in saline solution. 








6. Leifer, William: Personal communication to the authors. 
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Three patients with epididymitis had complete relief 
from pain the day following treatment. However, it 
was not felt that there was more rapid reduction in 
swelling than in patients treated with penicillin in saline 
solution. 

COMMENT 

Striking features in the treatment of these patients 
with penicillin in beeswax-peanut oil were the rapid 
disappearance, usually within seven hours, of the sub- 
jective symptoms, especially frequency and pain on 
urination, the rapidity with which the purulent dis- 
charge became mucoid and disappeared, and the early 
attainment of bacteriologic negativity. 

The degenerated coccoid organisms which have been 
described * were usually found in the smears which 
were taken in the third to the seventh hour. 

The fact that the duplicate culture plates containing 
penicillinase yielded the same results as the regular 
culture plates indicated that if penicillin was present 
in the secretion obtained in the third to the seventh 
hours it was in insufficient quantities to inhibit the 
organism’s growth on culture mediums. 

The injection of the penicillin in beeswax-peanut oil 
produced no immediate discomfort. Twenty-four hours 
following the injection slight soreness was present to 
pressure, but this was gone within forty-eight hours. 
In none of the patients in this series were there any 
allergic manifestations to the mixture. No history of 
sensitivity to peanuts was obtained. Further allergy 
studies, including skin:and patch tests on patients who 
have received the penicillin in beeswax-peanut oil and 
on a control group, are being carried out. 

Approximately 30 patients in this group had com- 
plete hematologic studies including bleeding, clotting 
and prothrombin times. In addition, studies of the 
urine prior to the injection of the mixture and for 
seven days subsequently were obtained. These studies 
revealed no adverse effects from the penicillin in 
beeswax-peanut oil. 

It may be noted in passing, in view of studies which 
are now being conducted, that single daily injections 
of penicillin in beeswax-peanut oil have also proved 
effective in pneumonia, impetigo, staphylococcie infec- 
tions and other conditions which respond to penicillin 
in saline sohution. ‘ 

In addition, it is not inconceivable that a large enough 
single injection, such as 300,000 units or more, given 
at the time gonorrhea appears, might prevent the 
development of syphilis in cases exposed to the two 
diseases simultaneously. 

SUMMARY 

1. One hundred and seventy-five cases of gonorrhea 
in males were treated by a single injection of calcium 
penicillin in beeswax-peanut oil. There were no fail- 
ures among 75 patients receiving a single injection of 
150,000 units. Ninety-three of the 100 patients who 
received a single injection of 100,000 units were cured. 
The remaining 7 who received 100,000 units were fail- 
ures and responded to a second single injection of 
150,000 units of penicillin in beeswax-peanut oil. 

2. A single injection of 100,000 to 150,000 units of 
calcium penicillin in beeswax-peanut oil will produce 
and maintain assayable levels of periicillin in the blood 





7. Miller, C. P.; ‘Scott, W.’ W., and Moeller, V.: Studies on the 
Action of Penicillin, J. A. M. A. 125: 607 (July 1) 1944. 
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for seven and one-half to ten hours, with excretion of 
penicillin continuing in the urine for twenty-four to 

thirty-two hours. 

3. The penicillin in beeswax-pearut oil mixture has 
produced no abnormal reactions locally or constitu- 
tionally. 





PYELITIS OF PREGNANCY 


FOCI OF INFECTION IN ITS PREVENTION — 


N. SPROAT HEANEY, M.D. 
AND 
HERMAN L. KRETSCHMER, M.D. 
President, American Medical Association 
CHICAGO 


For a long time we have been impressed by the fact 
that with the passing of the years we see fewer and 
fewer cases of pyelitis of pregnancy. When we first 
started out in practice, pyelitis of pregnancy was a 
frequent as well as a disturbing complication for which 
urologic. consultation was often requested, and the 
patients were usually extremely ill. 

In order to verify our impressions regarding the 
incidence of pyelitis of pregnancy in the Presbyterian 
Hospital of Chicago, the records of the obstetric depart- 
ment for the past ten years were reviewed. During 
this time 9,802 deliveries took place and there were 
31 cases of pyelitis. This study gave us an incidence 
of only 0.3 per cent: this is the lowest figure with 
which we are familiar. Crabtree? presents a table in 
which the incidence varied from 0.8 to 16.3 per cent. 

Early studies disclosed that all patients with pyelitis 
of pregnancy had pronounced dilatation of the upper 
urinary tract. To ascertain whether dilatation was 
present only in such pregnant women as developed 
pyelitis or whether dilatation of the urinary tract was 
commonly present during normal pregnancy, Kretsch- 
mer and Heaney ?” studied the urinary tracts of 19 cases 
of normal pregnancy by means of retrograde pyelo- 
grams. All of these women were free of all signs and 
symptoms of urinary tract infection. In 47.36 per cent 
bilateral dilatation was found and in 35.84 per cent 
the kidney pelvis and ureter were dilated on one side 
only, while in 15.8 per cent no dilatation was found. 
In a later paper Kretschmer, Heaney and Ockuly * 
reported their findings in a similar study by means of 
intravenous urograms. In this series dilatation of the 
kidney pelvis and ureter occurred in 100 per cent of 
cases during pregnancy and the puerperium. A striking 
feature of the dilatation was that it was almost uniformly 
above the brim of the pelvis. This study, furthermore, 
showed that dilatation is progressive with pregnancy. 
There was one exception to this statement, in which 
the ureter was normal in advanced pregnancy when 
earlier it was dilated. Further, it was found that lateral 
displacement of the ureter, when found early in preg- 
nancy, tends to increase as the pregnancy advances. 





From; the Orson Wells Fund, Presbyterian Hospital. 

Read before the joint meeting of the Section on Obstetrics and Gynecol- 
ogy and the Section on Urology at the Ninety-Fourth Annual Session 
of the American Medical Association, Chi une 16, 1944, 

I, Crabtree, E. G.: Urological Diseases of Pregnancy, Boston, Little, 
Brown: & Co., 1943, p. 134. 

2. Kretschmer, H. L., and Heaney, N. S.: 


-. a h : Dilatation of Ureter and 
to Pelvis During Pregnancy, J. A.M. A. 
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3. Kretschmer, H. L.; Heaney, N. S., and Ockuly, E. A.: Dilatation 
of Kidney Pelvis and Ureter During Pregnancy and Puerperium, J. A. 
M. A. 104: 2025-2028 (Dec. 23) 1933. 
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In none of the cases studied did pyelitis develop during 
pregnancy, although pronounced dilatation and displace- 
ment was present. 

Many reasons have been given te explain the dilata- 
tion. Increased intra-abdominal pressure, compression 
of the ureter by the presenting parts and pressure pro- 
duced by the growing pregnant uterus are commonly 
used explanations. Some are satisfied by ascribing the 
dilatation to the hormones which at the same time 
produce the usual changes peculiar to pregnancy, the 
enlargement of the breasts, the softening of the pelvic 
structures and the enlargement of the vaginal tract. 
What the purpose and use of the dilatation of the urinary 
tract and increased bladder capacity, if due to hormonal 
action, is not clear. However, stasis of urine in the 
ureter and kidney pelvis results, and, whenever stasis 
in the body occurs, infection may result if the causative 
organisms are introduced. 

At one time it was believed that the infection gained 
ingress from the vulva because of the shortness of the 
female urethra and that a cystitis occurred first and the 
infection then ascended the urinary tract. 

In the light of modern knowledge we know that in 
systemic diseases bacteria frequently enter the blood 
stream and pass from the blood stream through the 
kidneys and are eliminated through the urine. When 
the kidneys are sound and the urinary tract is open, 
the organisms escape without injury to the urinary 
tract; but when obstruction to the urinary tract is 
present, pyelitis may result. We see pyelitis develop 
following acute colds and not infrequently during acute 
infectious diseases such as measles. Pyelitis in chil- 
ren’s hospitals and orphanages following gastroenteritis 
is fairly common. We have seen pyelitis of pregnancy 
occur after acute food poisoning in which all members 
of a family had been equally sick but the pregnant 
mother became acutely ill of pyelitis because in her 
instance stasis of the urinary tract was present as a 
result of her pregnancy. 

Billings and his associates many years ago directed 
the attention of the world to the role of foci of infection, 
particularly in the teeth and tonsils, in the production 
of disease in distant parts of the body. His work at first 
was with regard to arthritis and its cause. Experience 
and time demonstrated the major role that foci of infec- 
tion played in the etiology of many previously obscure 
conditions. As our knowledge grew at the Presbyterian 
Hospital of the impressive role that foci of infection had 
to do with the production of systemic disease we insti- 
tuted the routine eradication of foci of infection before 
elective surgical operations and at the beginning of preg- 
nancy. We are quite certain that as a result of this 
routine we have seen postoperative mortality and mor- 
bidity reduced to a minimum. Postoperative wound 
infections, thrombosis and emboli, previously quite com- 
mon, are now rarely seen. Postpartum breast abscesses 
and thrombophlebitis infrequently occur. Parallel with 
these decreases in postoperative and postdelivery mor- 
bidity, pyelitis of pregnancy has also been much reduced, 
and, since other factors in its causation remain the 
same, we cannot but attribute this reduction to the 
eradication of foci of infection in the teeth and tonsils 
of patients applying for obstetric attention. 

Earlier we based our diagnosis of infection in the 
teeth on x-ray evidence of abscess. formation or visibly 
loose or obviously carious teeth or stumps. Now we 
know that devitalized teeth, even though the x-rays 
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disclose no evidence of abscess formation, may never- 
theless yield virulent organisms if after extraction the 
teeth are submitted to bacteriologic examination. Simi- 
larly we know that as soon as a tooth dies it may act 
as a focus of infection, though the x-rays reveal no 
pathologic changes. The electric pulp tester will occa- 
sionally disclose the presence of dangerous dead teeth 
that appear harmless and normal on ordinary clinical 
examination. 

In the light of this more recently acquired knowledge 
it is possible that some of the earlier cases supposedly 
freed from foci of infection may nevertheless have owed 
their pyelitis to the existence of foci then not recognized 
or understood. 

It is our purpose in this paper once again to reiterate 
the importance of the routine eradication of foci of infec- 
tion in the preparation of women for expected preg- 
nancy. 

An analysis of the hospital records of the 31 patients 
who developed pyelitis was exceedingly interesting. In 
2 patients the records were incomplete and in 2 others 
no foci of infection were recorded, leaving 27 case his- 
tories for consideration in this study. It is possible, 
as already stated, that foci were present but were either 
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overlooked with the methods used or for one reason 
or another not recorded in the histories. 

It is to be noted that there were 17 patients with 
one focus, 4 with two foci, 3 with three foci, 2 with 
four foci and 1 with five foci. 

Some of the patients came in when in labor; hence 
there was no opportunity for antepartum care. 

We do not wish to present the various combinations 
of foci except to call attention to this possibility ; hence 
in antepartum care one must bear this possibility in 
mind during the antepartum period. 

In the accompanying table are listed the various foci 
found. 

From the point of view of prevention of pyelitis of 
pregnancy these foci may be considered as chronic and 
intercurrent. The chronic lesions, provided the patient 
comes to the physician during the pregnancy and not 
in labor, can and should be removed. The acute inter- 
current infections should, as far as possible, be prevented 
by appropriate management. 

In conclusion, we are of the opinion that pyelitis of 
pregnancy is a preventable disease or, if not completely 
preventable, the incidence of its occurrence can be 
reduced to a minimum. We make this statement on the 
basis of our experience at the Presbyterian Hospital. 

122 South Michigan Avenue. 
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THE FEMALE URETHRA 


THE CONNECTING LINK BETWEEN THE UROLO- 
GIST AND THE GYNECOLOGIST 


ALFRED I. FOLSOM, M.D. 
AND 
HAROLD A. O'BRIEN, M.D. 


DALLAS, TEXAS 


In discussing this subject with the Section on Obstet- 
rics and Gynecology and the Section on Urology it 
would profit us both if we followed the admonition of 
the prophet of old who said “Come let us reason 
together.” For we think that there are some funda- 
mental misconceptions by both groups about what we 
would like to designate our connecting link, the female 
urethra. 

We feel that we and others (DeGraaf,? Virchow,’ 
Johnson,*. Caldwell,> Evatt,® Korinchevsky*) have 
proved that there exists a definite group of glands sur- 
rounding the posterior part of the female urethra, that 
this group of glands is identical in morphology, distribu- 
tion, secretory activity and location with the male 
prostate and that in fact this group of glands should 
and will ultimately be spoken of as the female prostate 
gland just as we speak of the male mammary gland. 
In size the mammary gland in the male may be really 
infinitesimal as compared with some of the more lux- 
urious adornments of the female torso yet, in fact, it is 
a miniature mammary gland. Just as the male breast 
is a homologue of the female breast, so also, in our 
opinion, is this group of glands the homologue of the 
male prostate gland. 

Figures 1 to 5 will show that in the urethras here 
sectioned there exist gland structures in this region. 
Whether or not they shall be called prostatic is entirely 
outside the scope of this paper. The important thing 
is that this group of glands does exist. Some urologists 
have denied even the existence of glands in this region, 
but by now we believe that nearly all are agreed that 
they do exist, although some are not yet ready to call 
these glands the female prostate. 

These glands do become infected in very early infancy 
and may remain infected for many years or even 
throughout life, producing a varied and at times a bizarre 
papillary posterior urethritis. Just how they become 
infected has not as yet been proved. In former con- 
tributions we have suggested that the infectious organ- 
isms reached the glands through the rather open funnel 
shaped, short urethral canal from the feces during the 
diaper stage. The infections of the cervix may and 
in some cases do have a part in keeping alive, if not 
actually producing, these infections. 

This inflammatory urethritis may vary from a mild 
granular urethritis, as seen through the close visioned 
cystourethroscope (fig. 6), or may appear as a more 
definite papillary urethritis as in figure 7. The following 
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illustrations will show that this inflammatory reaction 
may vary from a mild infiltration as in figure 5 to a 
vicious inflammatory process as in figures 8 and 9. In 
some cases true prostatic calculi have been found. 
From the foregoing we think it will be agreed at 
least that these women do have an active inflammatory 
process in their posterior urethras. This process may 
be acute, subacute or chronic. In many cases the ure- 
thral lumen is definitely strictured as shown by Stevens 
and others; and these strictures are an integral part 
of the pathologic picture we are trying to focus attention 
upon. The two processes, viz. the severe papillary or 
granular posterior urethritis and the stricture, go hand 
in hand to produce a pathologic clinical entity which 
can and does cause many women untold suffering. 
There are two groups of clinical symptoms that are 
produced by this inflammatory posterior urethritis, blad- 
der irritation and pain, and these two cannot be over- 
emphasized ; for so many women suffer from frequency, 
burning and some type of pain around the pelvis that 
it becomes of real importance to doctors dealing with 
women. These two groups of symptoms should be 
engraved on the mind in letters so bold and so bright 





Fig. 1.—Section of full term fetus showing two lateral groups of glands. 


that one can no longer fail to recognize that those 
irritable bladders and some pain it has not been possible 
to account for may have as their common denominator 
this inflammatory posterior urethra. 

Many women suffer for years with either a continuous 
or a frequently recurring bladder irritation character- 
ized by frequency and burning. These symptoms vary 
widely in different women; some are merely annoyed 
by occasional attacks of a mild degree, while others 
may have almost a constant frequency and burning which 
makes them miserable and, as one can well imagine, 
they get extremely nervous from this constant assault 
on their nervous systems. 

In our experience, if we take all women who come 
to us for any urologic complaint, at least 90 per cent 
haye this bladder irritation as one of the presenting 
symptoms, if not the main one. Of this group, 90 per 
cent have as the sole cause of this troublesome symptom 
complex an inflammatory urethritis. In spite of this, 
the urine in these cases is usually free from pus. 
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Some of these women have suffered for years and 
have consulted numerous physicians, gynecologists and 
urologists. They have had their bladders irrigated with 
solutions of every color of the rainbow, from the Stygian 
blackness of argyrol to the passionate light orchid of 

















Fig. 2.—Section showing numerous gland structures around posterior 
female urethra. 


a pale potassium permanganate solution. They have 
been given the classic prescriptions of saw palmetto, 
bucu, juniper, potassium acetate and so on. But in spite 
of all the irrigations and medicines they go along getting 
no relief from anything. 
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Fig. 3.—High power view of section showing typical prostatic-like gland 
structures. 


These patients remind us of the old woman in St. 
Luke who had suffered many things at the hands of 
many physicians, had spent all her money and instead 
of getting better rather grew worse. 
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Until a few years ago we urologists had overlooked 
these lesions in the posterior urethra of the female, and 
even now some of our brethren are not too intimately 
familiar with this very definite clinical and pathologic 
picture. These women have been told by some of the 
best urologists in the country that they had no pathologic 





Fig. 4.—Section showing wide distribution of glands around posterior 
female urethra. 


condition of the urinary tract, that their trouble was 
in their head and that they should go home and forget 
about it by getting interested in some form of outdoor 
exercise. One such woman so advised went home and 
started horseback riding. It did not take long to con- 
vince her that this form of diversion might be good 
for her mind but that bouncing around on her bottom 
with an inflammatory grass bur in the center of it 
was not so good. 

















Fig. 5.—Section showing periglandular inflammatory infiltration. 


Through the years we have believed that, when some 
one came in complaining of a very definite trouble and 
always told the same story, one should be very loath 
to accuse such a patient of being neurotic. This is 
particularly true of these patients for, while they are 
terribly nervous, yet they have a definite cause for their 
nervousness. It is this ceaseless irritation that causes 


them to be nervous rather than the nervousness causing 
the irritation, for as far as we have observed.there is 
no such thing as a nervous bladder. 

Many women who suffer as we have outlined have 
had, or have been advised to have, a suspension of the 
uterus to lift it up away from where it was pressing on 
the bladder. The surgeon or gynecologist told them that 
the uterus had fallen forward so that it was pressing 
on the bladder and that this was the cause of their 
bladder irritation. In our judgment there is nothing 
more fallacious than this, because we have seen so many 
women who have had suspensions done for the relief 
of bladder irritation and then continued to have the 
same trouble until this urethral lesion was properly 
treated. 

The Great Architect of our bodies did not make many 
errors in design, and He so placed the uterus that it 
must live in rather intimate association with the bladder ; 
therefore its anterior surface must be almost constantly 
pressed against the bladder wall. 





Fig. 6.—Cystourethroscopic view showing granular posterior urethritis. 


Let us hasten to say that we are not by any means 
suggesting that suspensions should not be done for defi- 
nite gynecologic reasons; but what we are saying is 
that if one is doing the suspension primarily to relieve 
a trying bladder irritation then we think that one is 
wrong; and one’s failures will finally be cured by the 
alert urologists who find and clear up these inflamma- 
tory posterior urethras. 

Repairs of cystoceles have also been done for the 
relief of bladder irritation. We feel again that if one 
has a definite reason for doing a cystocele operation it 
should certainly be done; but if one is doing the cysto- 
cele operation primarily to relieve the woman of bladder 
irritation one should first have the posterior urethra 
studied very carefully before operating ; for in the great 
majority of such cases one will fail to get a result, not 
because one did a poor operation but because the real 
cause of the woman’s trouble was not the cystocele 
but a chronic inflammatory posterior urethra. We have 
literally scores of these cases in our files, in which 
successful repairs of cystoceles have been done and the 
bladder irritation has continued. These patients: had 
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this lesion of the posterior urethra, and when it was 
cleared up they were finally cured. 

Once more we want to emphasize that we do not 
advise against cystocele repair—far from it—but, if 
one has only bladder irritation as an indication for the 
procedure, then we feel that one should stop, look and 
listen. 

The next symptom produced by this einflammatory 
posterior urethritis is pain. This pain is a referred 
pain manifesting itself in various locations. These pains 
are, as a rule, dull and aching in character, but at times 
they may be so closely similar to renal colic in location 
and severity that it may be difficult for one to be sure 
one is not confronted with a true renal pain. A French- 
man, Civiale, in 1850 first called our attention to the 
fact that pains in and around the female pelvis may 
and can be caused by the urethra; but the dust of nearly 
a century had covered over his statement until we 
excavated it from the ruins and gave him due credit 
in a paper we wrote in 1934. 





Fig. 7.—Cystourethroscopic view showing papillary posterior urethritis. 


The most frequent sites for this referred pain are 
either (1) in the right or the left iliac region, low down, 
(2) the lumbosacral region of the back and 
how many women have the backache there, (3) either 
loin, where if the pain is severe it may be, and has 
frequently been, mistaken for renal or ureteral disorder 
or (4) the inner side of the thighs. In fact, in recent 
years we have paraphrased one of Richard Cabot’s 
famous dicta thus: “Any pain within 2 feet of the 
female urethra for which one cannot find an adequate 
explanation should be suspected of coming from the 
female urethra.” 

The pain most usually seen is in the iliac regions, 
and it is well known that any woman with a pain in 
either iliac region is in danger of being operated on 
by some good surgeon or gynecologist for some real 
or fancied pelvic disease. An appendix is not entirely 
safe under such circumstances, for an appendix may, 
as is also known, be found on the left side. 

Our records are literally filled with women who have 
had, through the years, just two definite symptoms, 
bladder irritation and pain, in one of these locations. 
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They have had from one to six or eight abdominal oper- 
ations with absolutely no relief from either the bladder 
irritation or the pain. We have in a tremendous major- 
ity found these women to be suffering from a chronic 
papillary or granular posterior urethritis, and the 
correction of this trouble has almost uniformly given 











_ Fig. 8.—Anatomic specimen of bladder opened from above, showing 
internal urethral orifice filled with papillary structures. 


them relief, not alone from one, but from both com- 
plaints. 

As Bulwer-Lytton once asked in the title of his great 
English novel “What Will He Do with It?” so you 
already are asking What shall we do with it? The 
foundation work of the treatment of this troublesome 
pathologic condition is urethral dilations. This should 
be done twice a week regularly, beginning with the size 
sound that will stretch but not tear the urethral mucosa. 
Then the size of the sound should be gradually increased 
until a 30 or 32 F. will go easily. After each dilation 
we instil 10 to 15 cc. of 0.25 per cent solution of strong 




















Fig. 9. Tessemeneeraeste Titw of urethra seen in figure 8, showing 
intense inflammatory infiltration and replacement of normal transitional 
by stratified squamous epithelium. 


protein silver. We really do not believe that this instilla- 
tion has any virtue but out of respect to the ancient 
faith in solutions in the bladder we continue the practice. 

When the urethra has been dilated for about six 
weeks, the next thing to do is to fulgurate some of the 
pathologic tissue in the posterior urethra. After this 
fulguration the patient is allowed to rest for two weeks. 
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Then the dilations are resumed and given for a period 
of six weeks to two months, when another fulguration 
may be done. This routine is followed until the patient 
is relieved and there is no further evidence of pathologic 
change present in the posterior urethra. 

In some cases that are refractory to treatment one 
should never lose sight of the fact that there is a very 
intimate lymphatic connection between the cervix uteri 
and the posterior urethra and trigone. Hence these 
patients may be and often are helped by clearing up 
an old endocervicitis, which may have been playing a 
part in the perpetuation of the urethral infection. 

These women have not been operated on by the 
wagonyard group of surgeons and gynecologists but by 
some of the best in either group; and we are not pointing 
the finger of scorn, as we live in too fragile a domicile. 
We are simply trying to point out that the female 
urethra is not the insignificant structure we have been 
taught to believe, but that it harbors a clinical and 
pathologic entity worthy of the most serious consider- 


ation. 
REPORT OF CASES 


Mrs. J. W. K., aged 44, white, who was examined Feb. 5, 
1944, stated that for five years she had suffered from a dull 
aching pain in both iliac regions and the suprapubic area. Six 
months after the onset she was operated on and both tubes 
and a portion of one ovary were removed without any relief 
from her pain. One year later she was again operated on 
because of the pain. At this time some adhesions were broken 
up and some tissue removed but she does not know the nature 
of this; however, it did not affect the pains. She had to be 
catheterized several times after this operation and has had 
increased frequency of urination since then. Examination of 
the urinary tract was negative at this time. The patient then 
went to a clinic, where a third operation was done, this time 
releasing adhesions. Again her pains were not relieved, but in 
addition she developed a new pain in the region of the right 
kidney. This pain increased when the bladder was filled and 
was always relieved by voiding. During the past year she had 
become extremely nervous. Our examination revealed a tight 
urethral stricture with a pronounced chronic urethritis. There 
was immediate response to urethral dilations in that the 
patient felt definitely that she had less pain. Following the 
first fulguration she experienced a practically complete relief 
from her symptoms. The urethra was fulgurated again on 
June 4, 1944 and since then she has been completely comfortable. 


Mrs. G. A. E., aged 46, white, first examined June 3, 1941, 
complained of suprapubic burning pain of many years’ duration. 
In addition she stated that for over fifteen years she had 
suffered from repeated miid attacks of urinary frequency, 
urgency and dysuria with associated low lumbar backaches. 
The attacks would last from three to five days and recurred 
every three to four months. Because of the bladder irritation 
she felt that she had become increasingly nervous during the 
past two or three years. Examination revealed a stricture of 
the urethra size 14 French. In addition there was a pronounced 
chronic urethritis. The remainder of the urinary tract findings 
were normal. Urinalysis was negative. Following dilation of 
the urethra and fulguration of the urethral mucosa the patient 
has been entirely relieved of her trouble. There have not been 
any attacks of bladder irritation in three years. 

Mrs. S. P., aged 57, white, first seen Oct. 1, 1941, for five 
years had been suffering from urinary frequency, dysuria, 
urgency and a lack of feeling of relief after voiding. About 
every three months the bladder symptoms would be increased 
in severity and she would have fever ranging from 101 to 
103 F. and lasting three or four days. In 1940 she was treated 
for two months for a right ureteral stricture and after a rest 
for six months these dilations of the right ureter were again 
repeated without any relief from symptoms. Following this 
the urethra was fulgurated on two occasions, and later a 
“caruncle” was burned out. In spite of this her symptoms 
persisted. Two weeks before our examination she had gone 
through a typical attack of increased urinary symptoms and 


fever of three days’ duration. The general physical examina- 
tion was essentially normal. There was some distortion of the 
external urethral meatus. The urethra was strictured so that 
a No. 20 French bulbous bougie passed with difficulty. In the 
midportion of the urethra there were abundant granulations and 
a few papillary masses. The,posterior urethra was clear, having 
previously been fulgurated. The bladder was normal. The 
left pyeloureterogram was. normal. The right pyeloureterogram 
was normal e&cept for slight angulation in the upper third. 
The bladder urine showed 10 white blood cells per high power 
field. Urine from both kidneys was negative on microscopic 
examination. 

The urethra was dilated twice weekly until a 30 French sound 
could be easily passed. Following this the granulations and 
papillary tissue were destroyed by fulguration. Since then the 
patient has been relieved and has had no febrile attacks. 

Mrs. L. A. J., aged 45, white, first examined June 26, 1939, 
complained of a constant sense of discomfort in the region of 
the bladder and urethra. She described this as feeling as if 
one had a “raw sore throat.” There were no symptoms of 
bladder irritation. Several years before the patient had a pelvic 
operation to get relief from this pain, but it did not help. A 
year ago she passed some bloody urine on one occasion and 
following this had a severe lumbosacral backache for several 
days. Complete urologic study was negative except for pro- 
nounced chronic posterior urethritis. The urethra was dilated, 
and following this the granular and papillary masses in the 
urethral mucosa were fulgurated on four occasions. She has 
experienced complete relief from her pain and has remained 
well since then. 

Mrs. D. G., aged 37, white, examined July 16, 1942, com- 
plained of pain generalized over the lumbar area for the past 
ten years; at times this would be severe enough to keep her 
in bed two or three days. She thought at times that the back- 
ache would be relieved somewhat by voiding. Also for ten 
years she had increased frequency of voiding during the day, 
nocturia two to five times and slight dysuria. On several occa- 
sions examinations revealed pus in the urine, and irrigations of 
the kidney pelves were carried out. She would always experi- 
ence relief from her backache and urinary symptoms for about 
a week following this. At no time has she had any spells of 
high fever. Urinalysis showed 8 to 10 pus cells per high power 
field; there was a tight urethral stricture and a chronic ure- 
thritis; there was slight congestion of the trigone. The 
remainder of the bladder was normal. Urine from each kidney 
was free of pus, and pyeloureterograms were normal. Dilation 
of the urethral stricture and fulguration of the urethral mucosa 
twice at two month intervals cured the condition. 


Mrs. J. D. E., aged 30, white, for several years suffered 
from constant lumbar backache and nervous and mild attacks 
of urinary frequency. In August 1941 she had a suspension of 
her uterus and partial removal of one ovary. She had to be 
catheterized several times afterward, and following this she was 
bothered a great deal with frequency of urination in the day- 
time, mild dysuria and a lack of sense of relief after voiding. 
At the time of our examination in January 1942 she still had 
the original backache and was extremely nervous. Urinalysis 
was negative. There was a pronounced chronic posterior ure- 
thritis. The urethra had been widely dilated without relieving 
her symptoms. Fulguration of the granular and papillary 
masses in the urethra on two occasions relieved her completely 
of backache, bladder symptoms and nervousness. 

Mrs. W. F. J., aged 35, examined May 11, 1941, had suffered 
for seven years from frequency, dysuria and at times difficulty 
in voiding. Two years after the onset of these symptoms 
hysterectomy was performed to relieve “pressure on the blad- 
der,” but this did not give any relief. Aboui one year ago the 
patient developed burning pain in the right hypochondrium, 
right loin and right lumbosacral area. Urinalysis was negative 
except for an occasional white blood cell. Complete urologic 
study revealed a stricture of the urethra and a chronic granular 
and papillary urethritis. Following dilation of the urethra to 
30 French caliber and fulguration of the granular and papillary 
areas in the urethra mucosa the patient was completely relieved 
of her pain and her urinary symptoms and has not had any 
recurrence of trouble since then. 
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Mrs. C. G. H., aged 32, seen first in June 1940, complained 
of a severe pain in the right loin, beginning in the costovertebral 
angle and radiating along the ureter. At times she required 
hypodermic injections for relief. She also had frequent attacks 
of bladder irritation (frequency and burning). These symp- 
toms had been present for eight years. She had had one pelvic 
operation with no relief, and one of the best urologists in our 
part of the country had done a nephropexy. This also failed 
to give her any relief in spite of the fact that our pyelogram 
in the erect position showed that the kidney was normal and 
well up in position. Our examination showed a moderate 
tightness of the urethra and a normal bladder, but a pronounced 
papillary posterior urethritis. Dilation and fulguration relieved 
her not only of the bladder irritation but of the pain in the 
right loin. 

Mrs. M. C., aged 43, seen April 3, 1944, fourteen years ago, 
following delivery, began to have pain in the right loin, the 
right iliac region and the inner side of the right thigh. She 
began also to have a bladder frequency and burning. These 
symptoms had persisted in spite of several operations for their 
relief. A suspension was done, at which time the appendix was 
removed. Then the right tube and ovary were removed. Then 
a hysterectomy was done. Next a plastic operation on the 
right ureteropelvic junction was done, and finally the right 
kidney was removed. But in spite of all these various opera- 
tions she continued to suffer from bladder irritation and the 
aforementioned pains. The first observation made on cystos- 
copy was that she had a grossly trabeculated bladder. She was 
then asked about difficulty in voiding, which she said had been 
present for the past four years. Otherwise the bladder was 
normal, There was a pronounced collarette surrounding the 
internal urethral orifice and also some papillary masses and 
granulation tissue. She had suffered so long and had had so 
many operations without relief that we decided to do a trans- 
urethral resection of the entire pathologic area in the region 
of the internal urethral orifice. This was done March 4, 1944. 
Following this she was relieved within twenty-four hours not 
only of her bladder irritation but also of the pain in the right 
loin, iliac region and inner side of the thigh. In our wildest 
enthusiasm we had not hoped for such an immediate and com- 
plete relief. But we have had a report from her doctor and 
she is still relieved. 


1719 Pacific Avenue. 


ABSTRACT OF DISCUSSION 


ON PAPERS OF DRS. HEANEY AND KRETSCHMER AND 
DRS. FOLSOM AND O'BRIEN 


Dr. Vincent J. O’Conor, Chicago: Obstructive lesions at 
the neck of the bladder in women are confusing from the point 
of view of interpretation. I have the material of 19 trans- 
urethral sections of the female bladder neck, individuals studied 
carefully with urinary obstruction, not the simple type with 
multiple polyps of the posterior urethra and vesical neck which 
we all see so frequently but individuals with actual retention of 
urine not due to mechanical causes from a relaxed bladder. A 
study of this material shows that the character of the tissue 
varies from pure muscular tissue, pure fibrotic tissue, to mixed 
glandular elements and in some instances hyperplasia and 
inflammatory tissue, so that it is a waste of time to argue about 
the exact nature of the obstructing tissue at the bladder neck 
in women. Many of these women who have frequent dysuria, 
difficulty in urinating and perhaps recurrent attacks of upper 
urinary infection, which are probably precipitated by the 
urethral lesion, can be benefited by relieving the mechanical 
obstruction at the bladder neck, providing for free urination, 
and restoration of complete bladder emptying. This operation 
is one, of course, which we enter rather with trepidation because 
of the small amount of tissue one can remove without running 
the danger of making the patient incontinent. 


Dr. V. D. Lesprnasse, Chicago: A woman of this type was 
catheterized with the ordinary metal female catheter. Every- 
thing was strictly orthodox up to the point of removing the 
catheter. The catheter was about half removed when it stuck, 
and it reminded me of an experience I had some twenty-five 
ycars ago when a rat tail catheter coiled up in the bladder; in 
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this situation we had no long catheter to tie into a knot, so 
after deliberating a short time I decided to put traction on the 
catheter. This I did and suddenly it came away with a few 
drops of blood. In the eye of the catheter, firmly wedged, was 
a urethral polyp of the kind under discussion. Immediate 
cystoscopy revealed clearly the source of this hemorrhage just 
at the urethrovesical junction. So, as the urine was flowing 
into the catheter, the little polyp went through the eye with it 
and was caught and torn off when the catheter was removed. 


Dr. Joun Ormonp, Detroit: In my experience a great many 
of these women who come in with these urinary symptoms are 
not improved by treatment to the urethra alone. We have to 
consider the trigone, which seems to be a frequent source of 
infection to the urethra. The procedure that I have been using 
may not be new. I haven't seen it described. It is merely to 
take the retrospective cystoscope that comes with the resecto- 
scope, fill the bladder with water, insert the retrospective cysto- 
scope and examine the orifice from the inside. 

Dr. H. W. Howarp, Portland, Ore.: The admitted infec- 
tion of the paraurethral glands may have a lymphatic drainage 
from the focus to the pelvis and thus account for the remote 
conveyance of symptoms, as Drs. Folsom and O’Brien have 
mentioned, into the hip and the inside of the thigh. The ordi- 
nary tissue in the suprapubic space is lacy and pink and allows 
free movement of all the organs contained, but as lymphangitis 
develops there the tissue takes on a firmer and a whiter appear- 
ance. It seems clear that certain irregularities in the ureters 
which had been noticed in well made urethral glands in the 
pelvic level otherwise not accounted for were now accounted 
for on the basis of lymphangitis because of scarring of these 
areas, with constriction and deformity on the urethra. When 
the wall of the pelvis is palpated as far as the finger can reach, 
using the rectum as a means of approach, the wall of the pelvis 
is tender throughout. One easily palpates the sides, which under 
these circumstances are tender. Likewise the trigone is tender 
at the point of which the tenderness is at the junction of the 
trigone and urethra with these glands which are presumed to 
be most abundant. 

LIEUTENANT COLONEL Harry KirscnsauM, M. C., A. U. S.: 
The gynecologist who is interested in urology of course recog- 
nizes these conditions, but the gynecologist has a difficult time 
convincing the urologist that they exist. There are, however, 
many cases showing these findings and no symptoms. Of course, 
having gynecologic patients—20 per cent of them have a fre- 
quency in urination—I feel that it is a gynecologist’s duty to 
be thoroughly familiar with the female bladder. I want to ask 
Drs. Folsom and O’Brien what their percentage of cures was 
as far as they have noticed in connection with cauterization of 
the cervix for endocervicitis. If a patient with endocervicifis 
is cured, will the urethral symptoms clear up spontaneously or 
will they require further urethral treatment? 


Dr. H. L. Kretscumer, Chicago: Dr. Heaney and I have 
been impressed for a long time with the fact that we see so few 
cases at the Presbyterian Hospital. I gained the impression in 
talking with urologists in various sections of the country that 
they see many more cases than we do. This led to a study of 
the cases of pyelitis of pregnancy that occurred in the hospital 
for the past ten years. The results of our study form the basis 
of our paper. We believe that the number of cases that occur 
in any large clinic or hospital is in direct ratio to the care and 
attention given to the removal of foci of infection during the 
antepartum period. I agree with Drs. Folsom and O’Brien that 
the female urethra is frequently the seat of chronic infection 
and that this in turn is responsible for the patients’ symptoms. 
Unfortunately this fact is overlooked. Besides chronic urethritis 
may I call attention to infection in the paraurethral and peri- 
urethral glands as a frequent cause of the symptoms. The 
diagnosis is relatively simple if we only bear them in mind. 


Dr. A. I. Forsom, Dallas, Texas: In my experience the 
caruncle has been greatly exaggerated. In the majority of 
instances that I have seen, these women who have had caruncles 
burned off and excised still have their trouble and we find the 
real cause of it in the posterior urethra. Dr. Kretschmer 
emphasizes that he sees many of these cases that do not show 
any symptoms and, of course, that is entirely true, and I have 
no explanation for it. Dr. Ormond says that some of these 
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persistent cases that do not respond to ordinary treatment show 
a definite trigonitis. The interesting thing to me about trigonitis 
is that it has been considered a clinical entity, whereas it is not 
a clinical entity at all. It is simply an extension of this inflam- 
matory lesion in the posterior urethra on to the trigone. I 
have seen actual leukoplakia extending down from the urethral 
orifice and over the trigone and I have had to use fulguration 
to get relief. The cervix is definitely connected with the urethra 
and in many of these resistant cases there is a chronic endo- 
cervicitis; clearing that up will help the patient materially. 
This is not always true because there is not always this con- 
resistant case one should never 


nection, but in a persistently 
overlook the possibility of there being also an infection in the 
cervix. 
INSULIN MIXTURES IN THE TREAT- 

MENT OF DIABETES 
VARIABLE VERSUS FIXED RATIOS OF INSULIN AND 

PROTAMINE ZINC INSULIN 

DAVID ADLERSBERG, M.D. 

AND 
HENRY DOLGER, M.D. 
NEW YORK 


The introduction of protamine insulin by Hagedorn 
and his co-workers’ in 1935 represented a milestone 
in the development of insulin therapy in diabetes. The 
result of extensive efforts to prolong the action of insu- 
lin, it simplified treatment in many ways. Multiple 
injections, even in severe cases, were reduced to one 
injection, glycosuria and ketosis were better controlled 
and hypoglycemic shocks occurred less frequently. 
Despite the enthusiastic reception of the new insulin 
preparation, many authors in Europe and America * 
called attention to disadvantages caused by insolubility 
and slow rate of absorption of protamine insulin. In 
some, particularly in severe cases, the difficulties encoun- 
tered were excessive glycosuria after meals and hypo- 
glycemic reactions occurring at night and in the 
morning. Raising the dose to reduce the postprandial 
glycosuria provoked early morning shocks, while reduc- 
ing the dose to avoid repeated reactions aggravated 
the diurnal glycosuria. 

The limitations inherent in the product were increased 
rd two further developments: 1. The addition of zinc 

) protamine insulin improved its stability but led to 
icine prolongation of action.* The general trend 
toward higher carbohydrate diets * intensified diurnal 
glycosuria, particularly in severe diabetes. 





From the Metabolism Clinic of the Medical Services, the Mount Sinai 
Hospital. 
Read before the Section on Experimental Medicine and Therapeutics 
it the Ninety-Fourth Annual Session of the American Medical Asso- 
ciation, Chicago, June 14, 1944. 
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The difficulties encountered in the practical use of 
protamine zinc insulin produced two reactions ameng 
clinicians. One group relaxed the standards of contro] 
considerably in severe cases and tolerated philosophically 
even pronounced glycosuria as long as ketosis, loss of 
weight, increased thirst and polyuria were absent.® The 
other group, adhering to more rigid standards of con- 
trol, attempted to circumvent the limitations of insoluble 
insulin by various devices. Attempts were made to 
adapt the diet to the mode of action of protamine zinc 
insulin by altering the distribution or the carbohydrate 
and protein composition of meals, by extra feedings 
before retiring, and similar procedures.° Others tried 
to modify the action of protamine zinc insulin by giving 
it in two injections a day or by supplementing it with 
a separate dose of regular insulin.? Mixing soluble 
and insoluble insulin was considered at that time incom- 
patible, and various stratagems were devised to separate 
them in the syringe, such as “layering” the insulin or 
the use of a double barreled syringe.* Later the prac- 
ticability of mixing the two insulins in a vial or in the 
syringe was accepted. 

It is interesting to note that the first effort to correct 
the slow action of protamine insulin was made by 
Krarup.® His experience with “insulin 341” revealed 
both quick effect and long duration. Protamine zinc 
insulin contains an excess of protamine, which precipi- 
tates part of added soluble insulin. By using varying 
proportions of soluble and insoluble insulin, various 
degrees of immediate and prolonged activity can be 
achieved. The prompt effect of mixtures depends on 
the amount and ratio of the two components, the excess 
of protamine present and the resultant py. These fac- 
tors have been fully discussed in many publications." 
Peck’s '' studies finally proved that in buffered mixtures 
of soluble and insoluble insulin the prompt effect runs 
parallel to the proportion of regular and the delayed 
effect to the proportion of protamine zinc insulin; e. g., 
a mixture of regular and protamine zinc insulin in the 
ratio 1:3 contained approximately 10 per cent rapidly 
acting insulin, a 1:1 mixture 25 per cent and a 3:1 
mixture 65 per cent. 

While most clinicians employed various types of mix- 
tures, others advocated fixed ratios of soluble and 
insoluble insulin. The arguments '* in favor of a unt- 
form mixture were standardization of therapy and 
ras of procedure bi the use of only one 
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insulin mixture in all cases, avoidance of inaccuracy of 
measurement and of confusion “created by the use of 
two preparations with different properties.” 

Table 1 lists the insulin mixtures proposed. It is 
evident that the ratios vary considerably. Satisfactory 
results were apparently achieved with ratios of soluble 
and insoluble insulin varying from 3:1 to 1: 3. 


TABLE 1.—Proposed Mixtures of Regular and Protamine 
Zine Insulin 








Ratio of Regular to 


Protamine Zine Insulin Author Date 
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* Insulin 341. t Buffered to pu 7.2. 


ANALYSIS OF CLINICAL MATERIAL 

This report presents a study of 1,131 patients from 
the diabetes clinic of a large general hospital. The 
group includes all types of diabetes above the age of 
14. As indicated in table 2, 46 per cent were mild 
cases of diabetes treated with diet alone without insulin; 
54 per cent required insulin. Of the 611 patients treated 
with insulin only 15 (2.5 per cent) have been using 
two injections a day and only 1 used three injections ; 
596 patients (97.5 per cent) received but one daily 
injection. 

Efficacy of Protamine Zinc Insulin Alone—Of the 
insulin group 484 patients (79 per cent) were managed 
satisfactorily with one daily injection of protamine zinc 
insulin. The daily doses varied from 6 to 200 units 


TABLE 2.—Analysis of Clinical Material 








Number Per Cent 
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(chart 1). Almost half the patients received 5 to 20 
units, one third 25 to 40 units, one eighth 45 to 60 units 
and only one twelfth 65 to 80 units. In other words, 
77 per cent received 40 units or less. 

The results of one daily injection of protamine zinc 
insulin were very satisfactory. This insulin was of 
particular advantage in the great mass of mild and 
moderately severe cases. But even in severe diabetes 
good results could often be obtained. Sixty-four patients 
were satisfactorily controlled with 45 to 60 units and 
35 patients with 65 to 80 units. 
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It was the practice in the clinic to begin treatment 
with protamine zinc insulin solely whenever the diabetes 
could not be controlled by diet alone. The dose was 
gradually increased until normal fasting blood sugar 
levels were approximated and postprandial glycosuria 
absent or reduced to moderate amounts (0.5 to 1 per 
cent). In about one eighth of the cases this result 
could not be achieved. It was impossible to increase 
the dose of protamine zinc insulin in the presence of 
nocturnal hypoglycemic reactions or a normal or sub- 
normal fasting blood sugar level. The pronounced 
diurnal glycosuria in these cases necessitated the use 
of regular insulin in a mixture. 

On the other hand the diabetes of a few patients was 
better controlled with protamine zinc insulin alone than 
with mixtures. Frequent diurnal hypoglycemic reactions 
were precipitated by the prompt effect of the regular 
insulin. This occurred in a few insulin sensitive patients 
who because of strenuous physical work or irregular 
delayed mealtimes had hypoglycemic reactions on mix- 
tures containing comparatively small amounts of regular 
insulin. The addition of small amounts of regular 
insulin is usually tantamount to increasing the total 
dose of protamine zinc insulin. However, the following 
case illustrates the daytime shocks caused by small 
doses of regular insulin in the mixture: 

Case 1—A woman aged 47 who had had diabets: tor over 


two years had been taking a mixture of 15 units regular plus 
35 units protamine zinc insulin in one injection before breakfast 
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Chart 1.—Doses of protamine zinc insulin used by 484 patients. 


at the suggestion of another physician. This provoked many 
severe shocks around noon, requiring hospitalization on two 
occasions. Because of the frequent reactions in the presence of 
a practically normal fasting blood sugar level, regular insulin 
was discontinued and the patient was given 40 units of protamine 
zinc insulin alone. Since then she has remained entirely free 
from hypoglycemic shocks and has been well controlled. 


The diets prescribed for patients taking all types of 
insulin ranged from 150 to 250 Gm. of carbohydrate, 
60 to 80 Gm. of protein and 60 to 100 Gm. of fat, with 
the accepted variations depending on age, sex, nutri- 
tional status and occupation. One group of 50 patients 
has been maintained on an unlimited carbohydrate 
intake (up to 500 Gm.) for a special study. Eight of 
this group are represented in chart 1 as taking over 
90 units of protamine zinc insulin. These were most 
severe cases of diabetes observed over a long period 
of time who because of persistent glycosuria were 
therapeutic problems under any diet-insulin regimen 
attempted heretofore. Others of this group were more 
satisfactorily controlled on mixtures of regular and 
protamine zinc insulin. 
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Mixtures of Regular and Protamine Zinc Insulin — 
As early as 1938 the difficulty in controlling some 
patients of the Diabetes Clinic of the Mount Sinai 
Hospital with one injection of protamine zinc insulin 
led to the additional use of small amounts of regular 
insulin. At first the two types were administered in 
separate injections. As the possibility of mixing the 
two in the syringe became practicable, several types of 
mixtures were used. Starting with 5 to 15 units of 
regular insulin added to two to five times as much 
protamine zinc insulin, it soon became evident that the 
proportion of regular insulin had to be increased to 
achieve the desired double action of the mixture. In 
the course of time equal proportions of the two types 
of insulin were frequently used and not infrequently 
the regular exceeded the protamine zinc insulin in the 
mixtures. 

For practical purposes no difference exists between 
regular and crystalline zinc insulin in mixtures, and the 
term regular in this paper is applied to both types. 
Fifty-six per cent of the patients treated with mixtures 
used crystalline zinc insulin and 44 per cent regular 
insulin. The mixtures were prepared by the patients 
directly in the syringe, immediately before injection ; no 
stock solutions of fixed proportions were used. The 
patients followed the accepted technic in taking the 
regular insulin into the syringe first to avoid beclouding 


TABLE 3.—Grouping of Patients According to Total Dose 
of Insulin Mixtures 





Total Units of Insulin 


Used in Mixtures Number of Cases Per Cent 
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the regular insulin by possible admixture with pro- 
tamine. The same strengths were used for the two types 
of insulin to avoid confusion; that is, no mixtures of 
U 40 with U 80 were permitted. Under these circum- 
stances no confusion or difficulties were encountered in 
the preparation of the mixtures. 

Whenever a patient could not be controlled on pro- 
tamine zinc insulin alone without either nocturnal 
hypoglycemic reactions and/or considerable diurnal gly- 
cosuria, mixtures were indicated. At first the total dose 
of insulin was not changed but one fourth or one third 
of it was given as regular insulin. Guided by the fasting 
blood sugar level and the daily fractional urine specimens 
subsequent alterations were made in the dosage of regu- 
lar or protamine zinc insulin or both. If the fasting 
blood sugar level remained within acceptable limits (100 
to 150 mg. per hundred cubic centimeters) yet diurnal 
glycosuria persisted, the proportion of regular insulin 
was progressively increased while the dose of protamine 
zinc insulin remained unchanged or was proportionately 
reduced; the original ratio of 1:3 or 1:2 thus became 
1: 1 or even greater with respect to the regular insulin. 
If substitution of regular insulin for a part of the 
original dose of protamine zinc insulin led to elevation 
oi the fasting blood sugar level in the absence of diurnal 
glycosuria, an increase in the amount of protamine zinc 
insulin was indicated. On the other hand, nocturnal 


hypoglycemic reactions or subnormal fasting blood sugar 
levels without manifest hypoglycemic symptoms necessi- 
tated reduction of the protamine zinc insulin fraction. 
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The daily insulin requirement was often lessened with 
the use of mixtures. In insulin sensitive patients espe- 
cially it proved advisable to reduce the total dose by 
20 to 30 per cent when changing to mixtures. Under 
continued observation of both fasting blood sugar level 
and fractional urine specimens the optimal ratio and 
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RATIO of REGULAR to PROTAMINE ZINC INSULIN 


Chart 2.—Distribution of the ratios and total amounts of regular and 
protamine zinc insulin used by 80 patients. The columns present the 
number of cases on each ratio, the upper curve the average total dose 
of insulin. 


dose of regular and protamine zinc insulin were estab- 
lished for each individual. Since the full effect of 
protamine zinc insulin and mixtures is not obtained 
in the first twenty-four hours, evaluation of the final 
action of any mixture requires observation for at least 
three to four days and longer. Conclusions based on 
one day studies are not reliable. 

For convenience, mixture of the same amount of 
regular and protamine zinc insulin was termed “equal” 
mixture, while the term “surplus regular” mixture 
applied to one containing over 50 per cent regular 
insulin, and the term “surplus protamine” mixture to 
one containing less than 50 per cent regular insulin. 

Eighty patients, or 13 per cent, of those treated with 
insulin, have been receiving mixtures. Chart 2 presents 
the distribution of the various ratios and the daily 
amounts of insulin. It appears that 75 patients (94 per 
cent) have been on ratios of regular to protamine zinc 
insulin ranging from 2:1 to 1:2, while the wider ratios 
were used by only 5 patients. Thirty-five (44 per cent) 
were maintained on “equal” mixtures. Seventeen 
(21 per cent) were maintained on “surplus regular” 
mixtures (ratios 4:1, 3:1, 2:1, 3:2); 28 (35 per cent) 
were taking “surplus protamine” mixtures (ratios 3: 4, 
2:3, 1:2, 1:3, 1:4, 1:7), as shown in chart 3. 
Although the tendency in the past few years has been 
to increase the proportion of regular insulin in the 
mixture, it is of interest to note that one third of the 
patients were still satisfactorily controlled on mixtures 
containing less than 
350 per cent of regu- 
lar insulin, while 
only one fifth of the 
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50 per cent. 

The total amount 
of insulin used daily 
in the mixtures varied widely from 10 to 200 units. 
Table 3 groups the patients according to the dose. Only 
24 used 10 to 40 units daily, while 56 required over 
45 units, indicating that this series contains a greater 
proportion of cases of severe diabetes. The relationship 
between the average total dose and the ratio of regular 
to protamine zinc insulin is presented in the upper curve 


Chart_3.—Relative distribution of the three 
types of mixtures. 
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of chart 2. The lowest daily total dose was found in the 
“equal” mixture group (average 59 units), the highest 
in the group on ratio 2: 3 (average 76 units). The aver- 
age daily dose of mixtures for all patients was 64.6 units. 
It should be noted that practically the same total dose 
of the mixtures prevailed with widely different ratios. 
In other words, depending on the individual needs of 
the patients, similar doses of insulin mixtures have been 
used with “equal,” “surplus regular” and “surplus pro- 
tamine” mixtures. 

The following cases illustrate the technic of flexible 
adjustment of insulin ratios to the individual require- 
ments of patients. These patients were purposefully 
selected from the group because of the severity of the 
diabetes and the difficulties in management prior to 
the institution of mixtures. No alterations in the diet 
were made during these studies. 


CasE 2.—A woman aged 66 with diabetes for twenty-one 
years presented considerable difficulties in management because 
of shocks, severe hyperglycemia and glycosuria. She required 
over 100 units of regular insulin at first and later the same 
amount of protamine zinc insulin. For the past two years 
she took 30 units of regular and 60 units of protamine zinc insulin 
in two separate injections. The fasting blood sugar values were 
persistently over 250 mg. per hundred cubic centimeters with 
daily glycosuria of 2 to 5 per cent and occasional nocturnal 
hypoglycemic reactions. The administration of the two types 


ADLERSBERG AND DOLGER 





417 


trolled without shocks. Fasting blood sugar levels ranged from 
100 to 145 mg. per hundred cubic centimeters and fractional 
urine specimens were negative for sugar. See table 4, case 4, 
for day profile. 

Case 5.—A woman aged 24 with diabetes for fifteen years 
had uncontrollable glycosuria and loss of weight despite the 
use of 84 units of protamine zinc insulin, Mixtures of regular 
and protamine zinc insulin with ratios of 20:60, 30:60 and 
40:40 (1:3, 1:2 and 1:1) were given over a two year period 
with unsatisfactory results owing to persistent glycosuria and 
inability to gain weight. Finally a mixture of 60:30 (2:1) 
effected good control of the diabetes with subsequent gain of 
10 pounds (4.5 Kg.) in weight. The fasting blood sugar levels 
ranged from 120 to 136 mg. per hundred cubic centimeters, 
and fractional urine specimens were sugar free. See table 4, 
case 5, for day profile. 

Case 6.—A woman aged 50 with diabetes for eighteen years 
had been taking 90 to 120 units daily of regular or protamine 
zine insulin with fasting blood sugar levels of 300 mg. per 
hundred cubic centimeters and fractional urine specimens of 
3.3 to 5 per cent. A change to an equal mixture of 50 units 
of regular and 50 units of protamine zinc insulin had an excellent 
effect. Fasting blood sugar levels ranged now from 172 to 
200 mg. per hundred cubic centimeters and fractional urine 
specimens from 0 to 1 per cent. She has gained 9 pounds 
(4.1 Kg.) in weight. See table 4, case 6, for day profile. 


The striking decrease in the daily insulin requirement 
seen not infrequently is illustrated by the following 


TaB_e 4.—“Day Profiles” of Glycemia and Glycosuria of Seven Cases of Severe Diabetes Treated with Different Mixtures 
of Regular and Protamine Zinc Insulin 
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1 80 20 60 33 160 198 166 184 0 0.5 0 0.5 
2 90 45 45 ace 160 167 222 222 0 0 0.5 1.0 
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7 72 36 36 1:1 116 195 132 152 0 0 0 0 





of insulin in the same dosage as a mixture in one syringe had 
no striking effect. Definite improvement, however, followed 
the use of a different ratio (45-45), leaving the total dose 
unchanged. Fasting blood sugar levels dropped to around 
160 mg. per hundred cubic centimeters and fractional urine 
specimens ranged from 0 to 1 per cent. Much subjective 
improvement was noted. See table 4, case 2, for day profile. 


Case 3.—A girl aged 17 years with diabetes for eight years 
had been taking 20 units of regular and 60 units of protamine 
zine insulin in two separate injections for the past three years. 
On this regimen the fasting blood sugar levels were over 
200 mg. per hundred cubic centimeters and considerable glyco- 
suria was present. One daily injection of a mixture containing 
the former unitage of regular and protamine zinc insulin effected 
better control of the glycosuria. The total dose was gradually 
reduced to 20 units of regular and 44 units of protamine zinc 
insulin. Fasting blood sugar levels ranged between 98 and 
133 mg. per hundred cubic centimeters and the daily glycosuria 
from 0 to 1 per cent. 

Case 4.—A man aged 48 with diabetes for ten years developed 
frequent morning shocks when changed from 40 units of regular 
insulin given in two equal injections to an identical dose of 
protamine zinc insulin in one injection. To overcome this diffi- 
culty he was placed on a mixture of 10 units of regular and 
20 units of protamine zinc insulin (1:2) but developed con- 
siderable glycosuria and thirst in the afternoon and evening. 
The ratio was then reversed to 20 units of regular and 10 units 
of protamine zinc insulin (2:1) to counteract the glycosuria, 
but severe hypoglycemic reactions occurred at noon. At present 
with one daily injection of 10 units of regular and 23 units 
of protamine zinc insulin in a mixture he is satisfactorily con- 





cases, in which only the insulin dosage and ratio were 
altered while the diets remained unchanged : 


Case 7.—A man aged 44 with diabetes for eleven years took 
80 units of regular insulin twice daily (total 160 units) for 
many years. His fasting blood sugar levels ranged around 
200 mg. per hundred cubic centimeters, and considerable glyco- 
suria was present before dinner. With the administration of 
mixtures, satisfactory control was achieved with a total dose 
of 90 units consisting of 30 units of regular plus 60 units of 
protamine zinc insulin (1:2). Fasting blood sugar levels varied 
from 120 to 167 mg. per hundred cubic centimeters, and frac- 
tional urine specimens contained 0 to 0.6 per cent of sugar. 


CasE 8—A man aged 32 with diabetes for four years had 
been taking 120 units of protamine zinc insulin when he devel- 
oped repeated hypoglycemic reactions. Progressive reduction 
of the dose to 80 units led to disappearance of the shocks but 
provoked severe glycosuria. An “equal” mixture of 60 units 
of regular and 60 units of protamine zinc insulin (total 120 
units) controlled both difficulties. In the course of time reduc- 
tion to 36 units of regular and 36 units of protamine zinc 
insulin (total 72 units) was possible. Fasting blood sugar levels 
ranged from 100 to 116 mg. per hundred cubic centimeters with 
no sugar in the fractional urine specimens. See table 4, case 7, 
for day profile. 


These 7 patients typify the group with severe dia- 
betes in whom the use of insulin mixtures represents 
a definite advance. The comparative ease with which 
mild and moderately severe cases of diabetes have been 
controlled by protamine zinc insulin alone made the 
use of mixtures for this group unnecessary as a rule. 
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In the clinic of the Mount Sinai Hospital the use of 
mixtures was reserved generally for patients with severe 
diabetes and the “problem” cases. The total dose in 
this group of patients is higher than that reported 
by other clinics using insulin mixtures for milder cases 
of diabetes.’* Consequently, in evaluating the thera- 
peutic results in the patients presented in this paper 
the difference in severity of the disease should be 
considered. In our opinion the use of mixtures led to 
better control of the diabetes by eliminating diurnal 
glycosuria, decreasing the frequency of hypoglycemic 
reactions, reducing the total dose of insulin required, 
making it possible for even the severely diabetic patient 
to use but a single daily injection. ‘The administration 
of mixtures permits a greater flexibility and individuali- 
zation of therapy than one daily injection of any other 
type of insulin alone. The degree of control possible 
with large doses of insulin in severe diabetes when 
different ratios are used is demonstrated in table 

It presents the “day profiles” of blood sugar levels 
and glycosuria of 7 severely diabetic patients, some 
of whose histories have been given. 

Globin Insulin.—Seventeen patients (2.8 per cent of 
all insulin cases) have been treated with one daily 
injection of globin insulin. The daily dose varied from 
10 to 60 units, the average being 30 units. The group 
is too small to permit any conclusions. 

Indications for Regular Insulin Alone—Thirty 
patients (5 per cent of those requiring insulin) were 
controlled on regular insulin alone. Eighteen have been 
using one injection, 11 two injections and only 1 three 
injections daily. The average mild case was controlled 
with 10 to 20 units, while moderately severe cases 
‘ received 30 to 40 units in twe injections. Only 1 patient 
had 60 and 1 had 75 units. 

Despite the satisfactory results with protamine zinc 
insulin and mixtures there still remains a group best 
controlled with one or two injections of regular insulin.'* 
A few patients presented severe local irritation from 
protamine zinc and globin insulin, which in contrast to 
the usual experience did not subside with continued 
use. These patients preferred regular insulin even if 
two injections were required. A small group favored 
the use of regular insulin because of peculiarities of 
their occupation, such as frequent changes from day 
to night shifts.: There is no reason to force these 
patients who have been doing well on one to two injec- 
tions of regular insulin to change to other types of 
insulin. 

Regular insulin remains the preparation of choice for 
the treatment of complications and emergencies of dia- 
betes: infections, cardiac failure, angina pectoris and 
coronary occlusion, cerebral accidents, preoperative and 
postoperative treatment, and so on. Whenever maxi- 
mum flexibility of therapy and avoidance of complicating 
hypoglycemia of even mild degree are imperative, as 
in angina pectoris, regular or crystalline insulin is 
preferable because of the prompt and short action. 


COMMENT 
Review of 1,131 diabetic patients of a large general 
hospital revealed several salient points. Approximately 
half were controlled by diet alone without insulin; the 
rest required insulin. Seventy-nine per cent of the 


latter group were maintained satisfactorily with pro- 
tamirie zinc insulin alone. This compares with the 
experience of other large clinics as follows: Joslin * 
90 per cent, Peck *® 75 per cent and John ** 53 per 
cent and proves the value of protamine zinc insulin 
alone in controlling the vast majority of insulin treated 
diabetic patients. This group consists of mild, moder- 
ately severe and to a certain extent even the severe 
forms of the disease. It was in the latter group that 
mixtures of regular and protamine zinc insulin were 
employed with many advantages. Difficulties in manage- 
ment of this group with protamine zinc insulin alone 
led either to neglect of a considerable glycosuria or 
necessitated the administration of additional injections 
in the course of the day when the usual conservative 
standards of control were applied. Mixtures of insulin 
providing both the prompt effect of regular and the 
protracted effect of protamine zinc insulin helped to 
overcome these problems. 

Eighty patients (13 per cent of those taking insulin) 
were maintained with various insulin mixtures, the 
average daily dose being 64.6 units. The results were 
in accord with those of Lawrence, the first to report 
the use of mixtures, and others. It was possible to 
control severe diabetes with a single daily injection 
of a mixture, maintain an acceptable blood sugar level, 
reduce glycosuria to minimal quantities and prevent 
disturbing hypoglycemic reactions. This was accom- 
plished with diets containing liberal ratios of carbo- 
hydrate, protein and fat. 

Devious dietary stratagems formerly proposed to over- 
come the limitations of protamine zinc insulin should 
be avoided usually since they impose unnatural restric- 
tions (such as frequent feedings, limited carbohydrate 
intake for breakfast or high protein feeding on retiring). 
One of the aims of modern diabetic therapy should be 
close approximation to a normal life for the patient, 
especially with regard to the composition of food and 
the distribution and time of meals. Mixtures of insulin 
enable the physician to adapt the insulin-diet regimen 
to the individual instead of molding the patient to fit 
the peculiarities of any special diet or type of insulin. 
The wide flexibility of the ratios in variable mixtures 
fulfils the individual requirements of therapy in severe 
and “problem” cases of diabetes. The increasing 
importance of mixtures is indicated by the fact that 
the Food and Drug Administration has conducted a 
survey on this subject. 

Initially small ratios of regular insulin in the mix- 
tures were employed in the clinic. In the course of time 
the advantage of higher proportions of regular insulin 
became apparent. The procedure employed in arriving 
at the optimal ratio for each patient has been discussed. 
Selection of the ultimate ratio for each patient followed 
prolonged trial with less effective ratios. 

Of the 80 patients using mixtures, almost one half 
have been employing “equal” mixtures (1:1), one fifth 
“surplus regular” mixtures and one third “surplus pro- 
tamine” mixtures. While the general trend has been 
to increase the proportions of regular insulin in mix- 
tures to 50 per cent or more, it is noteworthy that 
one third of the patients were satisfactorily controlled 
on mixtures containing less than 50 per cent of regular 
insulin. In vitro, small doses of regular insulin in 
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mixtures with larger amounts of protamine zinc insulin 
are immediately precipitated by the excess protamine, 
thereby increasing the dose of protamine zinc insulin 
by the amount of regular insulin added. No rapid 
insulin action could therefore be expected. Clinical 
experience is at variance with the results obtained in 
vitro. Our results with “surplus protamine” mixtures 
revealed definite prompt insulin effects not obtained 
with corresponding amounts of protamine zinc insulin 
alone. This is in agreement with reports by Lawrence,’ 
Peck?! and Sparks and John.’*7 The discrepancy 
- tween the results in vitro and in vivo may be explained 
by the increased solubility of the mixture resulting in 
a more rapid release of insulin in the tissues. 

What is the advantage of variable insulin mixtures 
compared with fixed preparations? Contrary to the 
proponents of stock mixtures with fixed proportions, 
no technical difficulties in the preparation of mixtures 
by the patients were encountered in the clinic, nor were 
inaccuracies in measurements a problem. Simple dem- 
onstration of the technic of administration and the 
use of the same strengths for the two types of insulin 
precluded any confusion. Constant employment of 
the same brand of insulin prevented any error possible 
by variation of the excess protamine in different makes. 
Although the use of a single mixture would simplify 
the treatment of diabetes, there is at present no agree- 
ment as to the ideal ratio (table 1). Our experience 
indicates the impracticability of one stock mixture of 
fixed proportion. The use of a single fixed ratio at 
times requires individualization “by means of adjustment 
of the diet and frequency and dosage of injection,” *° 
thereby negating the principle of simplified therapy. It 
must be appreciated that “patients are different and 
require insulins having different time activities.” * 
Variability of ratios provides for flexible and individual 
treatment in a “tailor-made” fashion. The introduction 
of one or more stock mixtures is not recommended 
at present, but future investigations may effect a change 
in this opinion. We agree fully with the statement by 
Joslin ?° that “the fewer the types of insulin for sale, 
the less confused will patients be.” 


SUM MARY 


A review of 1,131 diabetic patients of a large 
general hospital revealed that 46 per cent were controlled 
— diet alone, while 54 per cent required insulin. 


In the insulin group 79 per cent were satisfactorily 
walla by one daily injection of protamine zine 
insulin, 5 per cent by one to three injections of regular 
insulin, 3 per cent by one injection of globin insulin 
and 13 per cent by mixtures of regular and protamine 
zine insulin. 

3. Of the 80 patients using mixtures, 44 per cent 
were on “equal” mixtures, 35 per cent on “surplus 
protamine” and 21 per cent on “surplus regular” mix- 
tures. Mixtures present a decided advance in the 
treatment of severe diabetes. 

4. The chief advantages of mixtures are flexibility 
and adaptability to the requirements of the individual. 
The use of a single stock mixture in fixed proportions 
for the treatment of diabetes is at present not recom- 
mended. 

136 East Sixty-Fourth Street—1040 Park Avenue. 
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ABSTRACT OF DISCUSSION 


Dr. Howarp F. Root, Boston: At present many doctors feel 
somewhat bewildered by the pressure applied in favor of one 
type of insulin or another. Patients may be taking, for various 
reasons, histone insulin, globin insulin, cloudy protamine insulin, 
clear protamine insulin which is pretty acid, crystalline insulin 
or regular insulin or, finally, mixtures of clear and protamine 
insulin varying in proportions from 1:1 to 6:1. Doctors might 
be pardoned for forgetting some important facts in dealing with 
such a variety of insulins. Since the proportions have varied 
from. 1:3 to 6:1, Drs. Adlersberg and Dolger conclude that 
probably no one fixed mixture yet has been found which will 
suit all or even a large majority of patients. It is fine that 
they have found no difficulty in teaching patients to adjust the 
mixtures, particularly if the same strength, either 40 or 80 units, 
is used for the two insulins. Another point mentioned by the 
authors is important. With any insulin combination there will 
still be the occasional diabetic patient who is so sensitive not 
merely to insulin but to the effects of exercise, to changes in 
his own internal metabolism, that he will need individual adjust- 
ment of diet and occasionally supplementary insulin. At present, 
at the Deaconess Hospital in Boston, the number of patients on 
these various types of insulin is being reduced. We are trying 
to work toward simpler and fewer insulins. But this study 
gives us more confidence that soon, with the aid of the chemists, 
there will emerge one protamine zinc insulin with some rapid 
insulin in the mixture so that one can count on one protamine 
insulin and one other rapid insulin as the total armamentarium 
as far as insulin is concerned. 
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In the relatively short period of time since Astwood ! 
first reported on the action of the thyroid inhibitors, 
thiourea and thiouracil, numerous reports, generally 
confirming the original observations, have appeared.’ 
Most of the experience has been with thiouracil, and 
few instances of resistance to the drug have been 
recorded.® Unfavorable reactions * have been encoun- 
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tered in approximately 10 per cent of those treated, the 
most alarming disturbance being agranulocytosis. 
Despite this obstacle, investigations are continuing and 
a sizable and revealing clinical experience is gradually 
being acquired. 

In an earlier report in THE JouRNAL I * described the 
treatment of 9 patients, of whom 6 were improved, 
2 stopped treatment too early and 1 failed to respond. 
The present report deals with a broader series of 
observations made in the treatment of 32 patients. 
Fifteen of these, 11 females and 4 males, ranging in 
age from 16 to 66, had toxic diffuse goiters. Seventeen, 
12 worien and 5 men, aged 39 to 82, had toxic nodular 
goiters. Symptoms had been present for from two 
months to fifteen years in the first group and from two 
weeks to twenty years*in the second. Twenty of the 
total had iodine up to the beginning of treatment with 
thiouracil, and 2 of these (both with toxic diffuse 
goiters) had x-ray therapy in addition. Five had had 
surgery for toxic diffuse goiter, 1 of these having had 
two thyroidectomies. The average initial basal metab- 
olism was plus 32 per cent in those with toxic diffuse 
goiters and plus 22 per cent in those with the adenoma- 
tous type. All were ambulatory from the beginning 
of treatment except 3 hospitalized patients who soon 
were returned to general circulation. 


INITIAL DOSAGE OF THIOURACIL 
Thirteen of the patients (mostly those included in 
the first study) were started on 0.8 Gm. daily divided 
into four doses. The remainder were started on 0.6 Gm. 
divided into three doses. This appears to be an adequate 
starting dose for all ordinary purposes, particularly for 
patients not previously iodized. As soon as the rate of 
metabolism reached zero or a minus level, reduction was 
made to 0.4 Gm. daily divided into two doses. Further 
reduction to 0.1 Gm. twice daily was made as soon as 
the basal metabolic rate stabilized between plus 5 per 
cent and minus 10 per cent. Observations, including 
blood studies, were made every two weeks until 
stabilization and every four weeks thereafter. Blood 
cholesterol determinations have been discontinued, since 
they added little of value to the study. 


CLINICAL IMPROVEMENT 

In the patients with diffuse goiters, subjective 
improvement occurred earlier than in those with the 
adenomatous type. The average time in the former 
was a little over three weeks, with little difference 
existing because of previous iodization. In the latter 
the average time was over nine weeks, the longest 
interval occurring in those who had had iodine. Weight 
gain was noted in all patients. 


NORMAL BASAL METABOLIC RATE 


When the basal metabolism reached plus 5 or lower, 
it was considered that a normal level had been attained. 
Patients with diffuse goiters took from three to ten 
weeks to reach this point, previous iodization exerting 
little influence. In the second group, a normal level 
was reached anywhere from two weeks to thirteen 
months, the longest time being taken by those previously 
iodized. 

Of special interest is the rise in the basal metabolic 
rate noted shortly after beginning thiouracil therapy, in 
those patients formerly taking iodine. This was noted 
in 5 instances and was first attributed to resistance to 
thiouracil. However, subsequent drop in the basal 
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metabolic rate proved the initial rise to have been due 
to release from iodine influence coupled with a delay in 
appearance of thiouracil effect. Unless this is kept in 
mind, the drug may be discredited and its benefits 
denied some patients. It is therefore important to 
persist with the administration of thiouracil, particularly 
in those who have been previously iodized. 


DURATION AND RESULTS OF TREATMENT 

Nine patients have been under treatment longer than 
six months. All except 2 (both with toxic adenomas) 
have normal rates of metabolism and are symptom free. 
One of these 2 who failed to respond in expected fashion 
has now been under observation sixteen months and 
was first classed as a failure in the initial series of cases 
reported. The other had been satisfactorily controlled 
after five months’ treatment and voluntarily stopped 
taking the drug. Within three weeks the former symp- 
toms recurred, and there was rapid enlargement of the 
right lobe with an increase in the basal metabolic rate 
to plus 21 per cent. Thyroidectomy was successfully 
performed and the gland showed recent hemorrhage. 
Four months later the basal metabolic rate was plus 
14 per cent without treatment of any kind, The patient 
has not returned for further observation. 

Twenty-one patients observed less than six months 
are in remission. One of the remaining 2 has not been 
treated long enough to be classified finally, while the 
other has failed to return after an early favorable 
response. One patient in this group had a successful 
thyroidectomy after six weeks’ treatment, having previ- 
ously failed to respond to iodine. 

Twenty-nine of the 32 patients have responded 
favorably, 2 have not been treated long enough, and 
only 1 has failed to respond. 


FINAL MAINTENANCE DOSAGE AND EFFECT OF 
STOPPING THE DRUG 

Out of 28 patients in remission, 1 (with toxic 
adenoma) has been taking no thiouracil for the past two 
months (after fourteen months’ treatment); 1 (with 
toxic adenoma) has had no thiouracil for five months 
(after ten months’ treatment). The first patient is 
beginning to show some evidence of renewed activity, 
while the second is holding steadfastly to her state of 
remission. One patient (with toxic adenoma), in remis- 
sion after eleven months’ treatment, showed a return of 
symptoms seven weeks after stopping thiouracil and is 
now controlled by 0.1 Gm. daily. One patient with 
recurrent hyperthyroidism (toxic diffuse), brought 
under control in eight weeks’ time, was maintained on 
0.2 Gm. daily for another eight weeks, at which time 
the drug was stopped. Within three days symptoms 
had returned and she is now back in remission on 2 
maintenance dose of 0.4 Gm. daily. Still another patient 
with toxic diffuse goiter showed a return of symptoms 
seventeen days after stopping treatment and is back 
again in remission on 0.2 Gm. daily. 

Of 5 patients (3 with toxic adenomas and 2 witli 
toxic diffuse goiters) only 1 has remained in remission 
after stopping the drug. Three have relapsed and are 
back under control on small doses of thiouracil, while 
the fourth shows evidence of relapsing. From this small 
experience it is difficult to predict when and in whom 
the drug may be stopped. At this point it appears 
desirable to determine an individual minimum mainte- 
nance dose and to continue with this for an indeter- 
minate period. The average maintenance dose ranges 
from 0.1 to 0.4 Gm. daily. 
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CHANGES IN THE THYROID GLAND 

Under the influence of treatment, goiters tend to 
increase in size and become softer during the first few 
weeks. In the toxic diffuse goiters the enlargement 
may at first cause concern, but, as the speed and force 
of the circulation are reduced, congestion is diminished 
and the size of the gland decreases. Where the initial 
enlargement was not pronounced, the goiter tended to 
recede to barely palpable size in a comparatively short 
time. 

In toxic adenoma the initial enlargement with treat- 
ment is not as noticeable and the recession takes place 
more slowly. In no instance in the entire series where 
the patient originally presented a palpable or visible 
thyroid enlargement has there been complete disappear- 
ance of the enlargement. 


REACTIONS 

Minor disturbances such as nausea, vomiting and 
epigastric cramping occurred in 5 patients: one each 
in two, eleven, fourteen, nineteen and twenty-four days. 
The initial dose was 0.6 Gm. in 3 and 0.8 Gm. in 2. 
Symptoms were promptly arrested in all by discontinu- 
ing the drug for two days and then resuming at a 
lower dosage level. One patient who suffered a gas- 
tric upset on the eleventh day and subsequently went 
on to remission after sixteen weeks’ treatment developed 
a sore throat during the ninth month of treatment and 
two weeks later became quite ill with fever and a 
blotchy maculopapular eruption over the entire body. 
The drug was stopped and the symptoms promptly 
subsided. At the end of a week a single dose of 0.1 
Gm. produced a similar reaction within a few hours. 
No further attempt at treatment has been made, and 
the patient has fortunately remained in remission for 
the past five months. 

Three patients showed a fine morbilliform rash over 
the entire body, 2 of these within the first two weeks 
after treatment, and 1, significantly, before treatment 
was started. The latter patient provided a possible 
explanation for this type of rash, viz. miliaria due to 
the excess sweating that is so common in thyrotoxicosis. 
The drug was not discontinued, and the rash disap- 
peared as soon as sweating decreased. Consideration 
should therefore be given this possible factor in the 
evaluation of any skin rash occurring in the course of 
treatment. 

IODINE RESISTANT PATIENTS 

Six iodine resistant patients have been observed. 
One who had also had x-ray therapy was brought under 
control in nine weeks, 1 in six weeks, 2 in four weeks 
and 1 in two weeks. The sixth patient, a woman aged 
27 with a toxic diffuse goiter of six months’ duration, 
was given iodine for three and one-half months with- 
out any response. The basal metabolic rate had dropped 
from plus 88 per cent to plus 66 per cent without 
decrease in toxicity. Iodine was discontinued and 
thiouracil started. The basal metabolic rate promptly 
rose to plus 88 per cent and then gradually dropped 
to plus 62 per cent in five weeks’ time with a decrease 
in size of the goiter, lessening of toxicity, recession 
of the exophthalmos and a stabilization in body weight. 
She was discharged from the hospital and in two more 
weeks the basal metabolic rate was plus 35 per cent 
with further reduction in toxicity and a weight gain of 
6 pounds (2.7 Kg.). To all appearance the patient 
was well on the way to the remission that was unattain- 
able through the use of iodine. 
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RECURRENT HYPERTHYROIDISM 

Five patients with recurrent hyperthyroidism follow- 
ing thyroidectomy are included in the group studied. 
One is a 75 year old man who had had thyroidectomy 
eighteen years before and who continued to have ner- 
vousness, tachycardia, tremor, exophthalmos and weight 
loss. At the beginning of treatment with thiouraci! 
his basal metabolic rate was plus 51 per cent. There 
was no palpable thyroid tissue and he had had no 
iodine. He was clinically improved in four weeks 
and his basal metabolic rate was minus 8 per cent at 
the end of six weeks. He is now on a maintenance 
dose of 0.1 Gm. of thiouracil daily. 

The second patient, a woman aged 31, had had a 
thyroidectomy for toxic diffuse goiter six years before 
and was well until three months before treatment was 
begun. Classic signs of toxic diffuse goiter, includ- 
ing a recurrent bilateral diffuse enlargement, with a 
basal metabolic rate of plus 27 per cent, were present. 
At the end of eight weeks the basal metabolic rate was 
minus 20 per cent and the thyroid enlargement had 
almost entirely disappeared. Maintenance dosage of 
0.2 Gm. daily was continued for another eight weeks 
and then the drug was stopped. In three days palpita- 
tion, nervousness, diarrhea and weight loss developed ; 
0.4 Gm. of thiouracil daily has since subdued and is 
now controlling the disturbance. 

A third patient, a man aged 40, had had a subtotal 
thyroidectomy for severe toxic diffuse goiter in 1940. 
In June 1943 nervousness, weight loss and exoph- 
thalmos returned and he was given iodine continuously 
until September 1944. There was little improvement, 
and diffuse enlargement of the thyroid, involving mainly 
the isthmus, had developed. The initial basal metabolic 
rate was plus 16 per cent (no iodine had been taken for 
six weeks prior to beginning treatment with thiouracil). 
On the twenty-fourth day of thiouracil therapy he 
developed chills, fever, nausea, vomiting and epigastric 
distress necessitating stopping the drug for one day 
and resuming it at half the starting dose. There was 
no more trouble, and on the reduced dosage the basal 
metabolic rate was minus 8 per cent by the end of the 
seventh week, he was decidedly improved, and the 
goiter was much smaller. 


EFFECT ON PATIENTS WITH SLIGHT INCREASE IN 
METABOLIC RATE 

Two patients with a slight increase in the metabolic 
rate have been observed. One was a woman aged 26 
with symptoms of five months’ duration (including 
palpitation, tremor, nervousness and smooth bilateral 
thyroid enlargement but no weight loss) and a basal 
metabolic rate of plus 8 per cent. (Her mother and 
an older brother had both had toxic diffuse goiters.) 
Improvement in symptoms and a drop in the basal 
metabolic rate to 0 followed after three weeks’ treat- 
ment. Five months after beginning treatment she had 
a barely palpable gland and was symptom free on a 
maintenance dose of 0.1 Gm. of thiouracil daily. 

The second patient, a man aged 39, had had nervous- 
ness and tremor for at least ten years. In April 1944 
he suffered a nervous breakdown from which he had 
not fully recovered. There was no tachycardia or 
weight loss, but there was nervousness, fine tremor, 
warm, moist palms, and a small nodule in the thyroid 
isthmus. The initial basal metabolic rate was plus 
5 per cent. Four weeks after starting thiouracil he 
reported definite improvement. He was less tired and 
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nervous, the tremor was diminished, and the weight 
had increased 2% pounds (1 Kg.). The basal meta- 
bolic rate was minus 4 per cent and the adenoma was 
somewhat smaller. 

While the experience with these 2 patients is too 
limited, it does indicate the importance of paying atten- 
tion to slight increases in the rate of metabolism (the 
accepted normal standards of plus 10 or 15 per cent 
and minus 10 per cent might well be revised to plus 
5 per cent and minus 20 per cent) and demonstrates 
the therapeutic and diagnostic value of treating such 
patients with thiouracil. 


MYXEDEMA 
Only 1 patient in the series developed myxedema in 
the course of treatment. A man aged 44 had a toxic 
diffuse goiter of two months’ standing with an, initial 
metabolism of plus 42 per cent. This had dropped to 
plus 18 per cent after four days of iodine administra- 
tion. The response to thiouracil during the subsequent 
six weeks’ treatment (0.8 Gm. daily) was quite satis- 
factory. All symptoms had improved, the thyroid 
enlargement had receded, there was a weight gain of 
12 pounds (5.4 Kg.) and the basal metabolic rate was 
minus 12 per cent. Thiouracil was reduced to 0.6 Gm. 
daily for the next two weeks and then to 0.4 Gm. daily 
for three more weeks. Eleven weeks after treatment 
was started the basal metabolic rate was minus 17 per 
cent, and the weight had increased a total of 16 pounds 
(7.3 Kg.). At this time there was noted puffiness 
about the eyes, pallor of the skin, sluggish movements 
and speech and a slow pulse. The patient also com- 
plained of being “slowed up.” Thiouracil was reduced 
to 0.2 Gm. daily for the next two weeks, at the end of 
which there was some improvement, with a weight 
loss of 10 pounds (4.5 Kg.) and a drop in the basal 
metabolic rate to minus 10 per cent. The drug was 
then dropped for one week and resumed at 0.1 Gm. 
daily for the following three weeks, when the weight 
had dropped another 9 pounds (4 Kg.) the basal meta- 
bolic rate was O, and all signs of myxedema had dis- 
appeared. Thiouracil was then stopped, but in three 
weeks’ time there was return of tachycardia and ner- 
vousness and the basal metabolic rate was plus 10 per 
cent. The patient has since been under satisfactory con- 
trol on 0.2 Gm. daily. 
FIBRILLATION 
Two women, one aged 66 with a toxic diffuse goiter, 
the other aged 76 with a toxic adenoma, had fibrillation 
with decompensation. Compensation with normal sinus 
rhythm was restored after six weeks and eight weeks 
respectively of thiouracil therapy. 
RESISTANCE 
Only 1 patient failed to respond to treatment. A 
man aged 40 with diabetes mellitus and an active toxic 
ademona of eight years’ starfding showed control of 
diabetes and partial control of hyperthyroidism by 
iodization over a period of six years. In August 1943 
thiouracil 0.8 Gm. daily was substituted for the iodine. 
The initial basal metabolic rate was plus 13 per cent. 
No change in weight, drop in basal metabolic rate, 
decrease in symptoms or diminution in the daily 40 unit 
requirement of insulin occurred. At the end of eight 
months the basal metabolic rate was plus 18 per cent. 
Thiouracil was increased to 1 Gm. daily for two weeks 
and with no change in basal metabolic rate was raised 
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to 1.2 Gm. daily for the following three weeks. At 
this point the basal metabolic rate was plus 31 per cent 
and the drug was discontinued after nine months’ con- 
tinuous administration. This was early in May 1944. 
Observations at monthly intervals showed no change 
in his condition, with basal metabolic readings of plus 
29, plus 20 and plus 25 per cent. Then for the first 
time in seven years the basal metabolic rate was plus 
5 per cent, then minus 3 per cent, plus 3 per cent and 
plus 20 per cent (Nov. 7, 1944). He had been free 
from nervousness, tremor and tachycardia during the 
three months of lowered metabolism (with no change 
in the status of the diabetes), but these symptoms 
recurred coincident with the rise in the basal metabolic 
rate to plus 20 per cent; 0.4 Gm. of thiouracil daily 
was started, but after two weeks the basal metabolic 
rate was plus 34 per cent with no change in symptoms. 
At present (December 1944) he is still taking 0.6 Gm. 
of thiouracil daily. The reason for this unusual failure 
to respond is not clear. 
SUMMARY 

In summarizing the clinical experience in the treat- 
ment of 32 patients, the following points appear sig- 
nificant : 

An initial daily dose of 0.6 Gm. in three doses of 
0.2 Gm. each appears adequate for all ordinary pur- 
poses. As clinical improvement sets in and the basal 
metabolic rate falls, the dose may be reduced to 0.2 
Gm. twice daily (twelve hours apart). When the 
basal metabolic rate is stabilized between plus 5 per 
cent and minus 10 per cent, a maintenance dose of 
0.1 to 0.3 Gm. is sufficient to keep the patient in remis- 
sion. Observations should be made every two weeks 
at first and then every four weeks. Patients may be 
ambulatory. 

Improvement occurred on an average in three weeks 
in patients with toxic diffuse goiters and in approxi- 
mately nine weeks in those with toxic adenomas. Pre- 
vious iodization delayed improvement in both types, 
with a more prolonged delay in those with toxic ade- 
nomas. Also in the previously iodized patients a rise 
in the basal metabolic rate is likely to occur during 
early thiouracil therapy because of loss. of iodine effect. 

Twenty-nine patients have responded favorably, 2 
have not been treated long enough, and 1 is resistant 
to the drug. Of 5 patients in whom an attempt was 
made to stop treatment, 3 have relapsed, 1 is threaten- 
ing to relapse and only 1 has remained in remission for 
five months. At present it is difficult to predict when 
and in whom to stop the drug. 

Where thyroid enlargement was noted, the gland 
tended to increase in size and become softer in the first 
few weeks of treatment. Thereafter recession in size 
became more pronounced and occurred more rapidly 
in the toxic diffuse goiters than in the toxic adenomas. 

Only 1 instance of drug sensitization was encoun- 
tered in this series. Five patients developed nausea 
and epigastric distress early in therapy, and _ this 
promptly disappeared after discontinuing the drug for 
a few days and then resuming at a lower dosage level. 

Patients who are iodine fast or resistant can be 
brought to remission with thiouracil. Those with recur- 
rent hyperthyroidism (postsurgical) appear to be quite 
sensitive to thiouracil, responding quite promptly. 

In the mild forms of hyperthyroidism or in the bor- 
derline cases, thiouracil may prove extremely useful 
both therapeutically and diagnostically. It would 
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appear preferable to adopt as the standard normal a 
basal metabolic rate of plus 5 per cent to minus 20 
per cent. 

Myxedema developed in only 1 patient in the series 
and was promptly controlled. Frequent observations 
and an awareness of this possibility should keep this 
risk at a low level. 

Fibrillation and cardiac decompensation in the thyro- 
cardiac may be promptly controlled with thiouracil. 

An unexplained instance of resistance to thiouracil 
occurred in this series. 

From the data presented, and from that which is 
rapidly accumulating, thiouracil appears to be the agent 
of choice in inducing and maintaining a state of remis- 
sion in thyrotoxicosis. 

968 Fisher Building. 


PROBLEMS IN THE SURGICAL TREAT- 
MENT OF CONGENITAL MEGACOLON 


RAWLEY M. PENICK Jr, M.D. 


NEW ORLEANS 


The problems relating to the etiology and the proper 
treatment of congenital megacolon remain largely 
unsolved, although this uncommon condition has chal- 
lenged the medical profession since Hirschsprung’s 
report over fifty years ago. The literature on this 
subject is confusing and difficult to evaluate. Many 
articles consist in a report of a single case, the true 
nature of which is often doubtful, and those treated 
are too frequently followed only a few months. 

In this communication an attempt is made to corre- 
late our experience in the management of cases of 
congenital megacolon with the results of treatment of 
this disease in the hands of others. No attempt has 
been made to include reports of single cases, for any 
conclusions drawn from these might be misleading. 
The results in 11 patients on whom left lumbar sympa- 
thectomy was performed by the surgical staff at Tulane 
University School of Medicine and the Ochsner Clinic 
have been compared with results following this and 
other types of therapy previously reported. Likewise, 
a plan of management in such cases will be suggested. 


. 


CLINICAL TYPES 


In conjunction with this study all cases in which a 
diagnosis of megacolon or questionable megacolon seen 
at two large general hospitals in New Orleans during 
the past ten years were reviewed. About 30 of these 
were found. In most instances the diagnosis was not 
established, although frequently there was radiographic 
evidence of colonic dilatation and the clinical findings 
were often confirmatory. Usually a few days of con- 
servative treatment in the hospital sufficed. The subse- 
quent course of these patients is not known, but it is 
significant that only 1 or 2 were readmitted to either 
hospital for a similar complaint. This would suggest 
that there exist mild forms of the disease which require 
special treatment only when unusual impaction occurs. 
On the other hand, the condition of the 11 patients 
treated by sympathectomy fulfilled all the criteria to 
support a diagnosis of congenital megacolon in its 





From the Department of Surgery, Tulane University School of Medi- 
cine, and the Section on Surgery, Ochsner Clinic. 

Dr, Alton Ochsner permitted the author to include his cases. He per- 
formed the operation in most of the cases in the series. 
N Read before the Section on Surgery, General and Abdominal, at the 
\inety-Fourth Annual Session of the American Medical Association, 
Chicago, June 14, 1944. 
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severe form. Operation was not performed if there 
was any doubt as to the nature of the disease or if it 
was thought that medical management would prove 
satisfactory. 

The severe forms of megacolon vary both as to 
symptomatology and as to the condition of the intes- 
tine. This is evident in the 11 patients on whom 
sympathectomy was done. Ten of these had _ pro- 
nounced dilatation of the sigmoid with involvement 
of varying amounts of the remaining colon, whereas 
in 1 case (case 11) there was never any demonstrable 
abnormality of the descending colon, sigmoid or rectum 
over a period of four years. On numerous occasions 
radiographic studies with contrast mediums have shown 
this undilated colon to have a normal ability to expel 
material from its lumen. The remainder of this patient's 
colon was affected and later massive dilatation of the 
terminal ileum developed. These variations regarding 
the site and extent of involvement are confirmed by 
many writers. De Takats' believes that instead of 
the usual hypertrophy there are instances in which the 
intestinal wall is thin and the musculature defective ; he 
points out that any type of treatment is liable to fail 
when this is present. There can be little doubt that 
the varied clinical types of megacolon have been a 
source of confusion in evaluating methods of treatment. 


TABLE 1.—Results of Sympathectomy and of Resection 








Sympathectomy 
cc ——_—_--——_-—-- ——— A 





Results 
co = ——— — Mor- 
Author Date Cases Good Improved Failed  taliiy 
Richi ndevess 1939 9 6 2 1 0 
Barrington-Ward.. 1939 10 8 ‘és ae 0 
De TARAS. .......- 1938 2 2 0 
Bs4 chcdel doands 1935 29 21 7 1 0 
rr 1938 117 38 64 12 3 
BOT. 6s, cbse 1944 11 7 3 1 0 
Dike. onoks, ainsvias 178 82 76 15 “3 
(46%) (43%) (8%) (1.6%) 
Resection 
— dpibinead “~ a panies ietcnnsition, 
Results 
y= A 
Satis- Mor 
Author Date Cases factory Failed taliiy 
Voanell GG Ts. ois sciscvccsesvce 1943 6 5 1 0 
Whitehouse, Bargen and Dixon... 1943 29 16, 6 7 
(Not (24%) 
followed) 
GS cine Matted onde einhenehwannns 35 


21 1 7 
(60%) (2.8%) (20%) 





TREATMENT 


Drug Therapy.—Clinical experience with selective 
drugs was unsatisfactory until Law?” introduced the 
more stable cholines as parasympathetic stimulants. 
His results with mecholyl bromide, administered orally, 
have been promising and this undoubtedly constitutes 
an important milestone. It should be emphasized that 
drug therapy must be accompanied by a careful regimen 
to aid bowel function, particularly in the first few 
months of treatment. Details of this management are 
well described by Law.* 

Beneficial effects have been reported from the use 
of syntropan, an atropine-like drug which acts as a 
parasympathetic paralyzant. Introduced by Klingman,‘ 
it has produced beneficial effects in some cases. The 





1. de Takats, G., and Biggs, A. D.: Observations on Congenital 
Megacolon, J. Pediat. 13: 819-846 (Dec.) 1938. 

2. Law, J. L.: Treatment of Megacolon with Parasympathetic Drugs, 
J. A. M. A. 414: 2537-2540 (June 29) 1940. 

3. Law, J. L.: Treatment of Megacolon with Acetyl-B-Methylcholine 
Bromide, Am. J. Dis. Child. 60: 262-282 (Aug.) 1940. 

4. Klingman, W. O.: The Treatment of Neurogenic Megacolon with 


Selective Drugs, J. Pediat. 13: 805-818 (Dec.) 1938. 
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fact that both of these compounds, which have opposite 
effects, have given good results supports the often 
expressed contention that a perversion of the autonomic 
system is the fundamental fault. 

Therapeutic Tests——Spinal anesthesia frequently has 
a dramatic effect on these patients, and indeed there 
have been instances in which benefits have persisted 
for some time. When anesthesia is obtained in this 
way there is usually a large evacuation of the bowel, or 
sometimes several, in the following twenty-four hours. 
This phenomenon has been regarded as proof that 
expulsive power exists and is therefore considered a 
good omen, particularly if sympathectomy is to be 
performed. Too little exact information is available 
to justify a dogmatic opinion, but the failure of spinal 
anesthesia to cause spontaneous evacuation can proba- 
bly be associated with failures in surgical interven- 
tion. Obviously, this question requires further study. 
Unfortunately, in our series this test was often neg- 
lected, but in the 1 instance of failure the effect of 
the anesthetic was poor. 


collected from the literature covering an early period 
in the development of sympathetic surgery. Isolated 
instances are reported in which death occurred in 
debilitated infants, but these are not always representa- 
tive. The safety of lumbar sympathectomy is further 
attested by the low operative mortality of this procedure 
for other conditions. 

The relief obtained by left lumbar sympathectomy 
compares favorably with results following more exten- 
sive operations. In our series 11 patients were thus 
treated, in 7 of whom highly satisfactory results were 
obtained. Three others were greatly improved, but 
occasional cathartics or enemas are still required. One 
was a complete failure. This was not unexpected, 
for this patient had involvement of both colon and 
ileum and a spinal anesthetic had little effect pre- 
operatively. Nine of the patients have been followed 
for from one to eleven years." The other 2 were not 
followed for as long a period, because 1 was a complete 
failure and 1 child seemed entirely well for three months 
following the operation, when he died from nephritis. 


Taste 2.—Author’s Cases of Megacolon Treated by Left Lumbar Sympathectomy 








Ag 
Case Yrs Sex Preoperative Condition 

1W.A 2 re Bowel movement only wih cathartics 
or enemas 

». B. R. 3 ; Constipation; projectile vomiting...... 

E. D. ) ref Bowel movement only with enema or 

cathartic 

4. A. FF. 22 2 Two admissions for distention and 
vomiting; 3d in labor, vomiting 

5. W. H. 22 mos. J Bowel movement only with enemas or 
cathartics 

6. G. M. Ike Jd Bowel movement only with enemas 
and catharties 

7. BE. Mt. 2 rel 5-6 days at time without bowel move- 
ment; X-rays; megacolon 

8. C. Q. 7 o Bowel movement rarely without eca- 
thartic or enema 

9. E. J. 2% ro Enema required for bowel movement 

10. D. L. 3 Q No bowel movement without cathar- 
ties or enemas 

11. H. E. 3% J Bowel movement only with cathartics 


or enema; resection of colon 


Date of 
Operation Results 
4/ 3/40 Normal bowel movement since operation; died 60 days 
after operation from bronchopneumonia and acute 
nephritis 
6/ 9/43 Bowels move 1 or 2 times daily; cathartic about every 
2 weeks 
12/ 1/36 Had got along well until had vomiting on 6/14/40; 
bowels moved normally at discharge 
2/ 3/41 Bowels apparently moving well 
3/20/39 Bowel movement daily without catharties; x-ray 


5/23/44 revealed moderate dilatation of distal 
half of colon 

8/27/33 Bowels move daily; % oz. olive oil instilled into rectum 
daily; no cathartics; enema every 1 or 2 months, 
occasional vomiting; x-ray 6/5/44 revealed dilata- 
tion of left colon and sigmoid : 

9/23/37 Died of heart disease 5 years later; bowels apparently 


gave no trouble 
12/ 3/40 Bowels move daily; takes % oz. or liquid petrolatum; 


no catharties or enemas; X-rays 4/5/44 revealed dila- 
tation of descending colon and sigmoid 

8/ 5/48 Bowel movement daily but given enema every 2 or 3 
days; x-rays 3/28/44 revealed residual dilatation of 
entire edlon 


9/23/41 Bowel movement daily with liquid petrolatum; x-rays 
revealed residual dilatation, less than before opera- 
tion 

10/12/45 Sympathectomy for dilatation of ileum; no improve- 
ment 





De Takats® rightly regards this therapeutic test as 
important. He believes that certain of these patients 
have an atrophied bowel wall and that some indication 
of this can usually be obtained by preoperative study. 
This observer advocates the administration of a barium 
enema, after which a spinal anesthetic or acetylcholine 
bromide should be given by injection. Then, forty- 
five minutes later, another film should be made and 
the extent of the evacuation noted. De Takats ° believes 
that the use of the drug is easier and safer than a 
spinal anesthetic, especially for debilitated infants. There 
is every indication that such studies are extremely valu- 
able and should be carried out in each case. 


Lumbar Sympathectomy.—Left lumbar sympathec- 
tomy is the simplest operative procedure that is justi- 
fiable. The mortality is practically nil in patients over 
3 years of age and the results are as good as with any 
other operative method, except possibly more extensive 
sympathetic ablations. As will be seen in table 1, 
in all the larger series except one no deaths were 
reported. Passler® reported three deaths in 117 cases 





5. de Takats, G.: Acetylcholine as Diagnostic Test in Cases of Con- 
genital Megavolon, Surg., Gynec. Obst. 69: 762-763 (Dec.) 1939. 
6. Passler, W.: Megakolon und Megazystis, Leipzig, Johann 


Ambrosius Barth, 1938, p. 172. 


Thus, 90 per cent of these patients were greatly bene- 
fited. There were no deaths from the operation, 
although the patients’ ages ranged from 18 months to 
52 years. Four patients (nine months and two, three 
and five years after operation) have been reexamined 
radiographically with contrast mediums; dilatation with 
some sluggishness of evacuation was demonstrated in 
each case. Although these findings indicate that the 
bowel does not become normal, there was less dilatation 
and retention than at the time of the original radio- 
graphic studies. This observation was also made by 
Telford and his associates.’ 

Results of lumbar sympathectomy reported in the 
literature indicate that satisfactory function is obtained 
in the great majority of patients (table 1). It would 
therefore seem to be the procedure of choice in all cases 
in which medical treatment has been ineffective. In 
my opinion the only question in regard to the per- 
formance of sympathectomy is whether more radical 
ablations should be carried out. Bilateral lumbar sym- 
pathectomy, excision of the superior hypogastric plexus 
with the presacral nerve, and a combination of lumbar 





7. Telford, E. D., and others, in Discussion on Megacolon, Proc. Roy. 
Soc. Med. 32: 1145-1156 (July) 1939. 
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ganglionectomy with section of the splanchnics have 
all proved effective. The disadvantages of sympathetic 
surgery are few. Vascular changes in the lower 
extremity are of little moment. Sterility, however, is 
a distinct disadvantage of bilateral ablation, and for 
this reason unilateral sympathectomy should be tried 
before resorting to more radical procedures. 

Indications and Contraindications for Left Lumbar 
Sympathectomy.—1. The history should be compatible 
with the diagnosis of congenital megacolon. 

2. Mechanical obstructions must be ruled out by 
roentgenographic studies, therapeutic tests and other 
examinations, 

3. Persistent dilatation of the bowel must be demon- 
strated by radiographic studies following the adminis- 
tration of a barium enema. 

4. Failure or partial failure of medical treatment 
(including the newer drugs) must have been demon- 
strated. A partial failure might be arbitrarily defined 
as one in which more than one enema or cathartic a 
week is necessary in a child under proper medical 
regimen or in adults more than two enemas or 
cathartics. The presence of another unrelated disease 
or a condition requiring curtailment of activity should 
be taken into consideration when these are present. 

5. Probably the therapeutic test should be positive. 
However, a negative result from the injection of a 
spinal anesthetic or parasympathetic stimulants is not 
known to be a definite contraindication to sympathec- 
tomy, although in some instances it has proved to be 
an omen of failure. 

6. Sympathectomy on patients less than 2% years of 
age is contraindicated unless it is felt that this might 
be a life-saving measure. Most patients can be treated 
conservatively until 2%4 or 3 years of age. 

Radical Sympathetic Surgery.—It should be stated 
frankly that no one knows exactly how much of the 
sympathetic system should be removed to obtain the 
best results. My own experience throws little light on 
this subject except to testify that left lumbar sympathec- 
tomy has proved highly satisfactory. It would seem 
logical to reserve the more radical operations for those 
instances in which unilateral ablation of the lumbar 
chain has been accompanied by some beneficial effect 
but not enough to be considered satisfactory. These 
operations lend themselves readily to staged procedures. 

Resection of Intestine-—This formidable operation 
has been advocated by many surgeons. Two of the 
latest favorable articles are those by Whitehouse, Bar- 
gen and Dixon® and Yeazell and Bell.° The results 
reported by these authors are shown in table 1. One 
series of 29 cases showed a mortality of 24 per cent 
even though 11 were 20 years of age or older. Over 
50 per cent of the patients were 15 years of age or 
more. This mortality rate emphasizes the hazard of 
resection. On the other hand, in the other series of 
6 cases there were no fatalities. The ages of these 
patients were between 314 and 12 years. These authors 
ecommend resection when therapeutic tests are unsat- 
‘sfactory, for in their hands sympathectomy then 
produced inadequate improvement. Removal of the 
intestine gives best results in older patients and in 
those with involvement of small amounts of intestine. 





Congenital 


8. Whitehouse, F.; Bargen, J. A., and Dixon, C. F.: 
astro- 


Megacolon; Favorable End Results of Treatment by Resection, 
enterology 1:922 (Oct.) 1943. 

9. Yeazell, L. A., and Bell, H. G.: Resection in Six Cases of Hirsch- 
sprung’s Disease, Surgery 13: 941-950 (June) 1943. 
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COMMENT 

Our meager knowledge of this disease makes any 
plan of treatment vulnerable to adverse criticism. 
Nevertheless, some plan of managément is desirable 
and will prove useiul even though it is necessarily 
tentative. The following seems logical in light of our 
present information : 

The diagnosis, of course, should be supported by 
adequate observation and study of the patient. <A 
therapeutic test with acetylcholine or a spinal anesthetic 
should be carried out in each case and surgical inter- 
vention should not be contemplated until medical 
management, utilizing the sympathetic stimulants, has 
had a trial of eight to ten weeks. Rarely, emergency 
operations might be indicated. It is inadvisable to 
subject any patient less than 24 years of age to any 
surgical procedure unless it is a life-saving measure. 
Conservative management, even though not entirely 
satisfactory, is the treatment of choice in infants. 

If, then, the medical regimen does not prove highly 
satisfactory and the age of 3 has been reached, left 
lumbar sympathectomy is indicated, particularly if 
spinal anesthesia produces a copious bowel movement. 
Should this fail, one has to decide whether the right 
lumbar chain is to be removed or the splanchnics on 
the right. These operations can be done in stages. 

Failure to gain any improvement after left lumbar 
gatiglionectomy might be considered as evidence that 
further sympathetic surgical measures are contraindi- 
cated but some improvement would warrant bilateral 
operation. Certainly, if no improvement followed 
bilateral ganglionectomy, one would hesitate to do 
more. 

In my estimation, intestinal resection should be 
resorted to only after medical management and sympa- 
thetic surgical measures have failed. 

3503 Prytania Street. 


ABSTRACT OF DISCUSSION 


Dr. J. ARNOLD BarGEN, Rochester, Minn.: The procedure of 
choice seems to be a one stage extraperitoneal resection, leaving 
the patient with a temporary double barreled colostomy, the 
stoma of which can be closed at a later date. Such a surgical 
procedure does not seem suitable for the treatment of infants 
with megacolon or children under 5 years of age. It is the 
procedure or treatment of choice of patients who have not 
responded to sympathectomy or to medical treatment. The 
medical treatment employed has consisted ia the repeated 
thorough emptying of the colon, the administration of mecholyl 
bromide, neostigmine bromide or syntropan and the use of spinal 
anesthesia and other parasympathetic paralyzants and sympa- 
thetic stimulants. If the megacolon does not respond to spinal 
anesthesia, sympathectomy will have doubtful value. Degenera- 
tive changes occur in the plexus of Auerbach, including reduc- 
tion in size in the ganglion cells and fibers, vacuolation of the 
cells and at times absence or at least imperfect formation of 
the ganglion cells. Sympathectomy can at best be expected to 
cause improvement by a so-called flanking movement. Good 
bowel evacuation may follow this procedure, but a return to 
relative normality of the hugely hypertrophied colon can be 
expected in only the occasional case. I agree with the general 
implications of Dr. Penick’s list of indications for sympathec- 
tomy. I would favor postponing any surgery of this type or 
resection even longer, say to the age of 5. Mention should be 
made of the often repeated observation that sympathectomy may 
result in sterility in men. This condition is vastly predominant 
in males in the ratio of about 5 to 1. When all these things 
are kept in mind, the operation will have a somewhat limited 
application. This is in no way meant to condemn it, but I 
would like to suggest that it is only one of the surgical pro- 
cedures applicable in the treatment of megacolon. The results 
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of resection are uniformly good and permanent, as is attested 
by a follow-up of our series of cases from three to thirty-two 
years after operation. That the problem of megacolon is not 
generally well understood is illustrated by the fact that 1 young 
man of whom I know with a huge megacolon was inducted into 
active military service and only after convincing the officials 
that he had a bowel movement only every two months was he 
mustered out and returned to civilian life. 

Dr. REGINALD H. SmitHwick, Boston: Resection of por- 
tions of the sympathetic supply to the bowel have been helpful. 
The results in Dr. Penick’s series of 11 cases seem unusually 
satisfactory. They have been followed a sufficient time to be 
significant, but it will be important to check them repeatedly 
as the years go by. I am in accord with Dr. Penick’s remarks 
regarding multiple stage procedures, starting with left lumbar 
sympathectomy and proceeding with a right lumbar sympa- 
thectomy, with or without splanchnicectomy later, if necessary. 
The retroperitoneal approach is simple and carries little risk. 
\ unilateral lumbar sympathectomy will not interfere with 
ejaculation, but a bilateral sympathectomy occasionally may, 
even if both first lumbar ganglions are preserved. Detailed 
studies should be carried out before operation and between steps. 
These should include barium studies before and after spinal 
anesthesia and, when possible, paravertebral procaine block to 
determine the reaction of the bowel to acute sympathetic dener- 
vation. The effect of drugs which stimulate the parasympa- 
thetic supply should be studied. Unfortunately, there are no 
drugs which effectively inhibit sympathetic activity. I believe 
that routine colonimetric studies would cast further light on this 
problem and should be included among preoperative tests. This 
disease is rare, and the opportunity for any one physician to 
study and treat these patients does not arise very often.: It 
will be necessary to resort to resection of various portions of 
the colon at times. If the diagnostic tests offer encouragement, 
sympathectomy should be the first maneuver. The results of 
resection have been marred by a high operative mortality, but 
the late results may be excellent. There is every reason to 
believe that with better preoperative preparation and with 
improved surgical technic the mortality of resection can be 
lowered. 

Dr. K. S. Grimson, Durham, N. C.: I should like to present 
conclusions derived from a review of 24 megacolon patients that 
have led to a more conservative attitude toward sympathectomy 
than has been presented today. The late mortality rates of 
megacolon reported after long term studies may be as high as 
79 per cent. Sympathectomy is performed with a low imme- 
diate operative risk. The pathologic condition is, however, little 
altered by the sympathectomy and many patients have late 
difficulty. Four patients in this group were sympathectomized. 
Two have since died. A third required colon resection. Three 
varieties of megacolon were encountered among the 24 patients 
reviewed. One group including 12 patients presented uniform 
involvement of the entire colon and the rectum. Eight are now 
living and well, 1 died three years after a sympathectomy and 
have moderately severe disability. A second group including 
patients had involvement of all of the colon down to the mid- 
sigmoid region and a normal lower sigmoid colon and rectum. 
Four patients died. Sympathectomy failed in 2. Three treated 
by resection of the megacolon and ileosigmoidostomy are well. 
A third group including 5 patients presented enormous involve- 
ment of the sigmoid and descending colon. These 5 are respond- 
ing to continued conservative treatment. The review suggests 
that protracted medical management may be indicated in the 
groups 1 and 3 varieties of megacolon. Medical management 
may be facilitated by the sympathectomy, but interruption of 
sensory pathways may later lead to difficulty. Complete mega- 
colon resection and anastomosis between the normal ileum and 
the normal lower sigmoid colon seems indicated for patients 
with megacolon of the second variety that resists medical 
management. 

Dr. ArtHur W. ALLEN, Boston: We do not regard lumbar 
sympathectomy as a difficult or serious operation in the Massa- 
chusetts General Hospital. It is done by the general surgical 
resident staff through a retroperitoneal incision. The patients 
are out of bed the next day or certainly the day after following 
the operation. We are indebted largely to Dr. Smithwick for 
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working out an exposure through the loin that is simple and 
safe. I therefore can answer Dr. Coller and say that we do 
not regard it as an operation that has to be done by a trained 
neurosurgeon. 

Tue CHAIRMAN: Dr. Smithwick, do yo: agree to that? 


Dr. Recrnatp H. Smituwick, Boston: Yes, I think that is 
a fair statement. 

Tue CHAIRMAN: In our hospital we feel the same. The 
operation is done by assistant residents and residents. We use 
the peritoneal approach and do not regard it as a major opera- 
tion. The patient can be up the next day or even the same day. 

Dr. Rawtey M. Penick Jr., New Orleans: We regard 
sympathectomy in much the same light as do Dr. Allen and 
Dr. Coller. The operation is performed usually by the general 
surgical staff rather than by the neurosurgeon. This operation 
can be done safely on elderly people and not necessarily for 
megacolon; it is also a safe procedure in young infants. One 
of these patients was 18 months old and there were no deaths. 
Its low mortality rate, simplicity and safety seem to be the chief 
advantages of sympathectomy. Furthermore, unilateral sympa- 
thectomy will cause so little significant change in the patient 
that it seems to me it should be tried in every case before a 
more radical procedure is contemplated. I agree with Dr. 
Grimson that, not infrequently, a normal segment of sigmoid 
is present above the pelvic floor. This permits an anastomosis 
after resection. 
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Efforts at the recognition of carcinoma of the stomach 
at an early stage, when surgery would have some likelt- 
hood of success, have been pursued for many years 
with indifferent success. Despite the expansion of 
roentgen diagnosis, the more general use of gastroscopy, 
the refinement of the methods of examination of the 
gastric contents and stool, the record is a black one. 
The overall salvage of but 2 per cent of the patients 
afflicted with this disease or even the survival of 6 per 
cent, which is the maximum reported, gives a picture 
of the difficulties involved. Obviously, not all of the 
poor results are the consequence of late diagnosis, since 
many cases would not be cured regardless of the time 
when the diagnosis was established, but a great improve- 
ment might be achieved if the diagnosis was accom- 
plished at an earlier stage. : 

The major factors in the late recognition of carcinoma 
of the stomach are its insidious onset, the absence otf 
striking symptoms occurring even in advanced tumors, 
and the difficulties of establishing the diagnosis. “While 
roentgen examination is generally considered the most 
accurate and widely applicable procedure, yet here too 
errors in the diagnosis of smaller tumors may well be 
more frequent than is now generally admitted. Statis- 
tics indicating an accuracy of 95 to 98 per cent in the 
roentgen diagnosis of carcinoma of the stomach have 
been published. On the positive side at least it must 
be borne in mind that they are based to a large extent 
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PERNICIOUS 
on well developed, easily recognized, symptom-produc- 
ing tumors, most of which are already inoperable. What 
would be the overall accuracy of diagnosis if large 
numbers of symptomless individuals were examined so 
that a high percentage of small lesions would be encoun- 
tered? There is no exact information on this score, 
although we know from various reports that such small 
lesions may occasionally be demonstrated.‘ To indicate 
this possibility, figure 1 is reproduced. Here a benign 
polyp about 4 mm. in diameter, occurring in a patient 
with pernicious anemia, is clearly demonstrated as dis- 
tinct from the shadows produced by the folds of the 
mucous membrane. However, this small tumor was 
found only after it had been observed gastroscopically 
by Dr. Richard Varco and reexamination had been 
done to demonstrate it. We have observed other lesions 
but slightly larger than this, but in all probability many 
such may be overlooked. 

In an effort to test-out the accuracy of the roentgen 
method in symptomless individuals, a project was con- 
sidered many years ago to.examine routinely the stom- 
achs of all men past the age of 40 at semiannual 


intervals. A study of the statistics on the incidence of. 


gastric cancer in the living population over the age of 


40 as has recently been reported by Collins, Gover’ 


and Dorn? would indicate that certainly not more 
than 3 persons per thousand would be likely to have 
the disease at any one time. Considering the expensive, 
painstaking, time-consuming character of the x-ray 
examination of the stomach, such a procedure seemed 
relatively unproductive. The recent report of St. John, 
Swenson and Harvey* bears out the correctness of 
this assumption, They found but 3 tumors in over 
2,400 symptomless persons above the age of 50. It 
seemed more reasonable to examine a selected group 
of persons in whom the incidence would be likely to 
be much higher. There are a number of such categories, 
but a review of the literature seemed to indicate that 
patients with pernicious anemia would offer the most 
productive results. Accordingly, in 1939 we undertook 
to examine roentgenologically all our patients with per- 
nicious anemia at semiannual intervals. 

The coexistence of pernicious anemia and carcinoma 
of the stomach in the same person has had extensive 
study since it was first observed by Quincke in 1876. 
Numerous case reports, studies of clinical cases and a 
few studies of autopsy series have appeared. The liter- 
ature has been adequately reviewed in recent papers.* 
That such an association exists seems well estab- 
lished, although there is a difference of opinion as 
to its frequency. It is evident that there has been 
an increase in the incidence of the coexistence of 
the two diseases, which is best illustrated by the 
various reports ® from the Mayo Clinic during the last 
twenty years. Such a trend may in part be due to 
the better recognition of gastric tumors but may well 
be due to the increased longevity of patients with per- 
nicious anemia resulting from the institution of liver 
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therapy. In all the case reports there is a vast prepon 
derance of individuals in whom gastric tumors are 
discovered either some time after (as long as seventeen 
years) or simultaneously with the discovery of the 
pernicious anemia. 

Several possibilities exist to explain the relationship 
between pernicious anemia and carcinoma of the stom- 
ach. Is it an accidental association of two diseases 
occurring in the same age group? Or does carcinoma 
of the stomach produce a pernicious anemia-like picture 
or possibly a true pernicious anemia? Conversely, does 
pernicious anemia of itself produce carcinoma of the 
stomach? Finally, is there a common precursor for 
the two diseases which tends to produce either or 
both and thereby a close association ? 

The paper of Jenner ® was perhaps the first to bring 
home forcefully that the association of the two diseases 
was not accidental. In a series of 181 living patients 
with well established pernicious anemia he found carci- 
noma of the stomach in 4.4 per cent, which he calculated 
to be approximately twelve times as frequent as in the 
rest of the living population of the same age and sex. 











Fig. 1.—Spot film of the stomach of a patient with pernicious anemia 
demonstrating a benign polyp 4 mm. in diameter (arrow). The lesion 
was not seen on first examination, was found gastroscopically and was 
then observed on reexamination. 


Other clinical studies give varying figures. The last 
one of Doehring and Eusterman’ in over 1,000 cases 
of pernicious anemia reveals an incidence of carcinoma 
of the stomach in 1.6 per cent. 

Autopsy studies have been unsatisfactory because of 
the tendency of the pathologist to discard the diagnosis 
of pernicious anemia when confronted by a tumor of 
the stomach. Nevertheless, some striking findings have 
been thus obtained. Kaplan and Rigler * have reviewed 
the literature on autopsy studies and reported their 
own investigation of 43,021 consecutive autopsies, in 
which approximately 293 cases of pernicious anemia 
were found in persons over the age of 45. Thirty-six 
cases of carcinoma of the stomach were present in this 
group, an incidence of association of 12.3 per cent. 
This is over three times as great an incidence of carci- 
noma of the stomach as in the remainder of the same 
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age group of the autopsy series. This study seems to 
establish beyond peradventure that the coincidence of 
the two diseases is not accidental, although the under- 
lying cause of the association is not definitely known. 
With the establishment of firm criteria for the diag- 
nosis of pernicious anemia® it is usually possible to 
distinguish sharply between the anemia of carcinoma 
and a true primary type. The coincidence of small 
tumors of the stomach with pernicious anemia makes 
it unreasonable to suppose that the tumor could possibly 
destroy all the mucosa which produces intrinsic factor. 
Therefore the second possibility seems excluded. The 
possibility that pernicious anemia may in some way 
cause the development of cancer of the stomach cannot 
be ruled out, but there is no evidence to support it. 
Most investigators have concluded that there is a 
common precursor of the two diseases. Konjetzny *° 
stressed the role of chronic gastritis as a constant 
accompaniment of carcinoma of the stomach. Hurst ™ 
and Faber '* likewise believed that some type of chronic 
inflammation produced the atrophy of the gastric mucosa 
which is found in pernicious anemia, and Hurst ™ has 
felt that the latter may well be a precursor of gastric 
tumors. However, there is considerable evidence, espe- 
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Fig. 2.—Hypothetical relationship of pernicious anemia to tumors of 


the stomach in schematic form. The major factor in both diseases may 
be hereditary, with an atrophic gastric mucosa as the immediate precursor. 
The atrophy may be due to chronic gastritis, but this is very doubtful. 
It may also follow rather than precede the pernicious anemia, but this 
also is questionable. Achlorhydria is related through the atrophic mucosa, 
Benign polyps frequently develop into carcinoma, 


cially that of Magnus and Ungley,** with regard to 
pernicious anemia, and of Guiss and Stewart ** in regard 
to carcinoma, which indicates that gastritis is not an 
important factor. 

Numerous other studies point to a hereditary or 
familial deficiency which predisposes to both diseases. 

Figure 2 presents a hypothetical relationship between 
achlorhydria, pernicious anemia, benign polyps and car- 
cinoma of the stomach. The development of any or all 
of these conditions from a common precursor related 
to atrophy of the gastric mucosa is certainly not yet 
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established, but the diagrammatic relationship here 
shown expresses best our present knowledge of the 
subject. 

There is another phase of this problem which deserves 
particular attention, namely the relationship of benign 
polypi of the stomach to pernicious anemia and also to 
carcinoma of the stomach. Various investigators, most 
netably Schindler,?> Velde ?® and Brown,’ have found 
that benign polypi are even more frequent than carci- 
noma in patients with pernicious anemia. 

The relationship of polypi to carcinoma of the stomach 
has already been fully discussed by Stewart,'* Miller, 
Eliason and Wright,?® Rigler and Erickson,?® Haring,” 
Benedict and Allen *? and McRoberts.?* There seems 
no doubt that many, although not all, benign epithelial 
tumors of the stomach may become cancers. Hence 
the discovery of a polyp of the stomach has great sig- 
nificance; in any effort to effect a reduction in the 
number of cases of carcinoma of the stomach, the radical 
treatment of such polyps must be given serious con- 
sideration. The possibility of the malignant degenera- 
tion of a polyp should be particularly borne in mind 
in cases of pernicious anemia because of the tendency 
of the latter to develop carcinoma. 

The present report concerns itself with 211 patients 
with pernicious anemia on whom roentgen studies of 
the stomach with a barium meal were done. In approxi- 
mately 20 per cent only one examination was made, 
usually at the time of the discovery of the anemia. 
In the remaining 80 per cent there were multiple 
examinations, usually done semiannually but often at 
longer intervals. In some cases as many as eight roent- 
gen examinations of the stomach have been accomplished. 
Painstaking efforts have been made to reveal not only 
carcinoma but also benign polyps. 

The diagnosis of pernicious anemia in these cases 
was established by the blood smears, bone marrow 
studies, the presence of glossitis, the findings of sub- 
acute combined sclerosis, an achlorhydria after hista- 
mine, and by the clinical and hematologic response to 
liver therapy. Critical review has been made in each 
case, and many of doubtful character have been dis- 
carded. Despite the difficulties which often attend the 
diagnosis of pernicious anemia, there is little doubt in 
our minds as to the authenticity of the diagnosis in these 
cases. 

In many of these persons gastroscopy and in all of 
them careful studies of the gastric contents and of the 
stool have been made. Almost all of the reports of 
carcinoma have been confirmed by surgery or by 
autopsy. In a few cases there has been no such con- 
firmation, but when the findings were doubtful the case 
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as been discarded. Many of the benign tumor cases 
ave likewise been confirmed, although in these the 
ssibilities of error are somewhat greater. It is our 
considered opinion, based on these various confirmatory 
data, that the diagnoses of gastric tumors are at least 
00 per cent correct ; more likely the error is much less. 
(on the other hand there may well be a number of gastric 
tumors which we have so far failed to detect. 

The results of the study are given in the accompany- 
ing table. It is obvious that the incidence shown is 
far higher than any heretofore published; it may be 
compared with the recent study of Doehring and Euster- 
man,’ who found carcinoma of the stomach in 1.6 per 
cent of 1,014 cases of pernicious anemia. The striking 
difference between our finding and that of approxi- 
mately 0.1 per cent found in a routine study of men 
over 50 without pernicious anemia* gives some idea 
of the vast difference between the frequency of gastric 
carcinoma in patients with pernicious anemia and of 
the remainder of the living population. Reference 
should again be made to the statistics of Collins, Gover 
and Dorn,? who estimated that 0.3 per cent of the 
living population over the age of 45 would have carci- 
noma of the stomach. 

There are several explanations for this high incidence. 
The series is relatively small,-so that the figures may 
be somewhat lower when more cases are seen, but it 
is not likely that the percentage will change to a sig- 
nificant degree. 


Results of the Study 








= 
Total Cases of Gareinoma Benign Tumors Total Tumors 
Pernicious Anemia of Stomach of Stomach of Stomach 
Examined Found Found Found 
211 17 7.1% 32 15.1% 


8.0% 15 





Unusually careful attention has been paid to the detec- 
tion of small tumors which may have contributed to this 
high incidence. As might be éxpected, several positive 
errors have resulted. In 1 instance a most unusual 
calcification of the vessels of the cardiac end of the 
stomach produced a simulation of carcinoma. In 
another a diffuse antral spasm which persisted on sev- 
eral examinations was mistaken for carcinoma. These 
are cited to indicate that error in the positive roentgen 
diagnosis of carcinoma will result if an effort is made 
to diagnose small lesions in symptomless persons. 

Most important of all in the attainment of so high 
an incidence are the repeated examinations to which 
this group of patients has been subjected. In many 
instances the lesion was not discovered on the first or 
even the second examination. It is obvious that if it 
were possible to reexamine all persons frequently until 
their decease, the incidence of carcinoma clinically 
observed would eventually approach closely the actual 
incidence found at autopsy. Thus, if 1,000 persons 
selected at random, all 50 years of age, were examined 
at any one time, they would show a relatively small 
incidence of carcinoma of the stomach. If the exami- 
nations were repeated semiannually until the decease 
of all of them, a final figure of approximately 4 per cent 
would be attained if the examinations were at all accu- 
rate. In the same way in pernicious anemia patients, 
if the examinations are persisted in- long enough an 
incidence of at least 12 per cent should eventually be 
‘ound. 

Certain outstanding features characterized the find- 
ings in the series. The change from an apparently benign 
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to a malignant tumor is well illustrated in a number of 
instances and is demonstrated in the following case 
report: 


W. S., a man aged 68, gave a history of anemia for many 
years. In 1934 he was first admitted to the University Hospital, 
where the diagnosis of pernicious anemia was established. The 
blood findings were characteristic, and the presence of glossitis 
and other changes established the diagnosis unequivocally. There 
was an achlorhydria. Roentgen examination of the stomach 
was done, and it appeared to be entirely negative. He was 
given therapy with liver and improved. 

He came to the Minneapolis General Hospital on April 14, 
1941, at which time he appeared to be having a relapse. Sternal 
aspiration biopsy revealed a characteristic megaloblastic bone 
marrow. He had no gastrointestinal complaints except for 
poor appetite, which had been present for a great many years. 
Roentgen examination was done as a matter of routine. On 
the first examination some enlargement of the folds of mucous 
membrane in the antrum of the stomach were found (fig. 3a). 
Reexamination a month later demonstrated a large polyp on 
the posterior wall of the middle third of the stomach (fig. 3). 





— 














Fig. 3 (W. S.).—Stomach of a patient with pernicious anemia: a, filled 
stomach showing normal contours and peristalsis; b, spot films made one 
month later showing rounded, sharply defined filling defect (lower arrow) 
in middle third of stomach distinct loom normal mucous membrane folds 
(arrows), characteristic of benign polyp. 


The defect was rounded, sharply defined and very readily 
movable. The gastric wall showed flexibility and good peri- 
stalsis throughout the whole area. Gastroscopy was done three 
weeks later and revealed a single polyp in the middle third of 
the stomach, which appeared to have all the characteristics 
of a benign lesion. Surgery was advised at this time but was 
refused,.and the patient left the hospital. He returned thirteen 
months.later, complaining of loss of weight and appetite. This 
had commenced in January, that is about eight months after 
the discovery of the polyp, and he had noted black stools in 
the interim. The anemia had become much more severe. 
Reexamination at this time (fig. 4) showed an extensive carci- 
noma involving most of the stomach. He went rapidly down 
hill and died June 1, 1942, with extensive metastases. 


The progression from pernicious anemia through gas- 
tric polyps to a full-blown gastric carcinoma is well 
illustrated in this instance. The outcome was most 
unfortunate, possibly owing to the refusal of the patient 
to accept operation when the polyp was first discovered. 
It is of coursse impossible to exclude some malignant 
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degeneration at that time, but the whole appearance, 
both roentgenologically and gastroscopically, was that 
of a benign noninfiltrating lesion. What the result 
would have been if he had submitted to operation, as 
advised originally, no one can accurately predict. We 
do know that the roentgen examination of the stomach, 
despite the absence of symptoms, permitted the early 
diagnosis of a gastric tumor at what appeared to be 
a curable stage. 

A number of other cases have exhibited this same 
finding of a lesion which appeared to be benign and 
later became malignant. In such instances the micro- 
scopic examination of the stomach removed at operation 
may show mixtures of benign and malignant lesions, 
as illustrated in figure 5. Sections from two portions 
of the same gastric polyp, removed surgically from a 
patient with pernicious anemia, show a typical benign 
papilloma in one portion (fig. 5 4) and a typical inva- 
sive carcinoma in another reat tes ( fig. 5B) 

The presence of a moderate or even large carcinoma 
of the stomach in a patient without any gastric symp- 
toms whatever has been a common experience. The 
salvage of such cases by surgery, as a result of the 
discovéry of the tumor because of this routine procedure 
in patients with pernicious anemia, has been strikingly 
illustrated in a number of instances and is a gratifying 
result of this study. A case in point follews: 


M. F., a woman aged 57, was first. seen on May 15, 1936 
complaining of numbness of the extremities and weakness. 
Hemoglobin was 76 per cent, the red blood ‘cell count was 
3,200,000 and there was complete achlorhydria after histamine. 

















Fig. 4 (W. S.).—Appearance thirteen months after figure 3 b, showing 
extensive carcinoma of stomach which was found to be imoperable. 


The blood smears were somewhat atypical for pernicious anemia. 
Liver therapy was instituted and she gave a good response. 
The numbness persisted. Later examination of the blood 
established unequivocally the diagnosis of pernicious anemia. 
Roentgen examination of the stomach was done in 1936 as 
a routine procedure and was found to be negative. The patient 
was not reexamined until her return, after the institution of 
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the repeated examination program previously described. She 
was again examined Sept. 9, 1940, although she had absolutely 
no gastric symptoms. Three large defects were found in 
the stomach (fig. 6), two of which appeared closely connected. 
They were’ sharply defined but not entirely movable, and there 
was some invasion of the greater curvature, indicating that 
these were polypoid lesions which had undergone malignant 

















Fig. 5.—Sections of a tumor of the stomach removed surgically from 
a outlent with pernicious anemia, to indicate malignant degeneration of a 
benign papilloma: a, section of a portion of tumor gre.) typical benign 
papilloma with hyperplasia of glands; b, section of another portion of 
same t:umor showing anaplasia, loss of gland formation ond invasion 
of muscularis, characteristic of carcinoma. The sections are slightly 
reduced from photomicrographs with magnifications a of 65 and b of 
100 diameters. 


degeneration. It is notable that the defects are not seen at 
all in the filled stomach (fig. 6a) but only in films with pressure 
applied (fig. 66). 

Gastroscopy was done September 18 and. showed some ques- 
tionable infiltration. The polyps themselves were not clearly 
visualized. -September 23 subtotal gastrectomy was done by 
Dr. O. H. Wangensieen, and the tumors were found in the 
middie portion of the stomach as described. 

Examination of the excised specimen by Dr. Robert Hebbel 
revealed that external evidences of cancer were entirely lacking ; 
near the greater curvature on the posterior wall were found 
two polypoid masses. One, immediately adjacent to the greater 
curvature, measured 2 by 2 by 1 cm. and was suspended 
on a relatively narrow pedicle, while the second measured 
6 by 3 cm. and was proximal to the smaller mass. The tumors 
were soft and papillary and their surface was partially hemor- 
rhagic. Between the polypoid masses there was an indurated, 
opaque, gelatinous thickening of the mucosa extending over 
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an area of about 1.5 em. in diameter. No gross involvement 
of the submucosa was found microscopically. The polypoid 
masses showed papillary processes of various sizes and shapes. 
The tumors were not far removed from the structure of a 
benign polyp, but there was some histologic evidence of malig- 
nant change. The various sections were similar to those shown 
in figure 5. The conclusions were superficial polypoid adeno- 
carcinoma of the stomach. The patient recovered, and at 
the present time she is still well. She has gained 5 pounds 
(2.3 Kg.) since the operation, but her pernicious anemia appears 
to be in much the same situation. Further liver extract has 
been given, and on last report’ her hemoglobin was 14.2 Gm. 
and the red cell count was 4,600,000. 


It is notable that this patient had no gastric symp- 
toms whatever. Further questioning after the discovery 
of the x-ray findings elicited no’ complaints referable 
to the stomach. This is characteristic of patients with 
benign polyps, and the lesions found were certainly 
benign in origin, although malignant degeneration had 
already occurred. 

The sequence of events here, namely atrophic gastric 
mucous membrane with pernicious anemia to benign 
polyp to adenocarcinoma, is strikingly brought out in 
this case. The tumors were easily diagnosed roentgeno- 
logically. They were in a relatively early stage and 
might well have continued on to an extensive cancer 
if the examination had been delayed until gastric symp- 
toms appeared. It should be noted that gastroscopy 
failed to demonstrate these lesions. It is cases of this 
type which give some hope for the cure of carcinoma 
of the stomach. Such a case found on routine examina- 
tion thoroughly justifies the numerous negative exami- 
nations which attend such a routine procedure. 

A rather unfortunate outcome of the failure to repeat 
routine examination has occurred in a number of these 
patients. Because of the difficulties of any outpatient 
clinic, especially the dack of cooperation on the. part 
of the patient, many of these persons have not returned 
for semiannual examinations, as previously indicated. 
Furthermore, . physicians may be reluctant to accept 
minor lesions in patients who have no symptoms and 
are likely to fail to press the necessity for repeated 
examination. The following case illustrates this point : 

G. R., a man aged 70, was first seen on Aug. 5, 1943 com- 


plaining of edema of the ankles, weakness and dyspnea. . The 
gastrointestinal history was negative. On neurologic examina- 








Fig. 6 (M. F.).—Stomach of a. patient with pernicious anemia without 
gastric symptoms: a, barium filled stomach without pressure; the tumor 
defects can scarcely be seen; 6, pressure applied reveals three large 
filling defects (arrows) with some evidences of infiltration. Benign polypi 
with malignant changes were found at surgery. 


tion he had evidences of subacute combined degeneration. The 
hemoglobin was 36 per cent, with a red count of 1,350,000 
and 6,300 leukocytes. The reticulocyte count was found to be 
2 per cent. Gastric expression showed complete achlorhydria 
after histamine. Clear evidences of pernicious anemia were 
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obtained, and liver therapy was instituted with a prompt and 
satisfactory result. The hemoglobin rose to 83 per cent and 
was maintained there constantly. On August 12 roentgen 
examination of the stomach and duodenum was done as a 
routine procedure and was negative. 

Reexamination was made on Feb. 5, 1940 (fig. 7a). There 
were some changes found on the lesser curvature in the middle 





Fig. 7 (G. R.).—Stomach of a patient with pernicious anemia, showing 


early and late stages of carcinoma: a, examination Feb; 5, 1940, showing 
minimal defect on lesser curvature; b, stomach two years later, with 
extensive polypoid carcinoma, later found to be inoperable. 


third of the stomach, minimal in extent, suggesting the possi- 
bility of carcinoma or polyp. The findings were not sufficiently 
definite to justify surgery. Gastroscopy was done February 28 
and reported as negative. It was repeated April 16 and again 
found negative except for atrophy of the gastric mucosa. An 
increase in the amount of liver resulted in a rise in the hemo- 
globin to 88 per cent, which was maintained. 

Unfortunately, this patient did not return for reexamination 
semiannually. He was seen again Nov. 27, 1941, complaining 
of gastric distress, but the physician was not impressed and 
no roentgen examination was undertaken. 

He had some indigestion in January 1942, but it was so 
minor that it did not attract his attention at the time. Janu- 
ary 27, almost two years after the previous study, he was 
reexamined roengenologically as a routine procedure. An 
extensive polypoid carcinoma of the stomach was found (fig. 7 b) 
at the site of the previous changes (fig. 7a). Surgery was 
undertaken, but extensive metastases were found. The tumor 
of the stomach was of the bulky type and measured 10 cm. in 
length. He died in August of 1942. 


Reexamination at six month intervals would likely 
have resulted in the discovery of this tumor some 
eighteen months earlier, at which time surgery might 
well have been successful. No doubt the first stages of 
the lesion were present in February of 1940. Unfor- 
tunately the two negative gastroscopies and the improve- 
ment after liver therapy, together with the uncertainty 
of the roentgen diagnosis, led to a false sense of security. 
The relative absence of gastric symptoms even later 
when the tumor was already inoperable should be noted. 

In the entire group the lack of symptoms was out- 
standing. In 1 patient who looked the picture of health 
and had not a symptom, whose hemoglobin was 90 
per cent and whose red blood cell count was normal, 
a lesion with extensive metastases was found. Only 
the demonstration of the tumors in the roentgenogram 
led to the diagnosis. 

The tendency for the patient with pernicious anemia 
to develop a bulky or polypoid type of gastric tumor 
was notable. This corresponds well with the finding 
of a high incidence of polypi in such patients and with 
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the well known tendency for achlorhydria to occur in 
patients with benign polyps or polypoid types of gastric 
carcinoma. 

The discovery, in patients with pernicious anemia, 
of so many small tumors of the stomach, both benign 
and malignant, indicates the possibilities of the roentgen 
examination of the stomach even as a survey method. 
During the study the positive errors in diagnosis, which 
had been exceedingly low before, showed a distinct 
increase, but the total results justified the increased 
risk. It is our opinion that only a thorough roentgen 
examination of the stomach, using fluoroscopy, spot 
films and routine roentgenograms, will achieve the 
results here reported. 

While it is evident that the routine semiannual roent- 
gen examination of the stomach in patients with perni- 
cious anemia is a highly productive procedure, it does 
not penetrate very deeply into the problem of the early 
recognition of carcinoma of the stomach, since, at most, 
5 per cent of the patients who develop cancer of the 
stomach will have pernicious anemia. The results 
achieved in this study, however, point the way toward 
a more general utilization of the roentgen examination 
of the stomach in larger groups of individuals who 
might be likely to develon carcinoma. For example, 
if all those with achlorhydria were examined routinely 
and repeatedly, a larger salvage might be accomplished. 
It may not be too bold to predict that eventually we 
may conduct survey examinations of the stomach as 
we now do of the lungs. 


SUMMARY AND CONCLUSIONS 


In a roentgen study of 211 pernicious anemia patients 
on whom examinations of the stomach were made on one 
or more occasions carcinoma of the stomach-was found 
in 8 per cent and benign polyps in 7.1 per cent of the 
cases. ; 

In an autopsy study, reported elsewhere, 12.3 per 
cent of patients with pernicious anemia were found 
also to have carcinoma of the stomach. 

The data presented indicate clearly an etiologic rather 
than an accidental relationship between pernicious 
anemia and tumors of the stomach. 

The routine roentgen examination of the stomachs 
of patients with pernicious anemia has proved to be a 
valuable procedure resulting in some salvage of cancer 
cases which might otherwise not have been obtained. 

Cases were observed illustrating the rapid change 
from a benign polyp to a cancer, the presence of both 
benign and malignant tumors side by side, the absence 
of symptoms in the presence of large tumors, and the 
development from a small, barely detectable lesion to 
an extensive inoperable carcinoma. 


ABSTRACT OF DISCUSSION 


Dre. Harry M. Weser, Rochester, Minn.: Pernicious anemia 
is a disease of the gastric mucous membrane plus a disorder of 
the hematologic and neurologic systems. Other findings are 
described pathologically in association with pernicious anemia, 
particularly the findings that are loosely described under the 
words “gastritis, atrophic and hypertrophic.” We make attempts 
roentgenologically to distinguish a stomach that is affected with 
one of these conditions from the normal stomach. It is a 
dificult distinction to make in many instances. In the early 
stages of the inflammatory conditions that are found with per- 
nicious anemia, just as in. the early stages of the neoplastic 
changes that are found with pernicious anemia, the x-ray detec- 
tion of these processes becomes difficult. The word “precancer- 
ous” probably is well used with regard to the stomach, as it 
is elsewhere in the gastrointestinal tract. Any polypoid lesion 


occurring anywhere in the gastrointestinal tract may be a poten- 
tially malignant lesion, and many of them are found to be so. 
All of them have to be considered so until microscopic exami- 
nation proves them to be otherwise. I do not think we have 
the right to permit a patient, on the basis of our examinations, 
to believe that he has a benign lesion. Once the word “neo- 
plasm” comes into the x-ray report, the malignant aspect of the 
neoplastic process has to be given primary consideration, and 
the patient has to have the benefit of histologic proof. 

Dr. Paut. Swenson, New York: Drs. St. John, Harvey 
and I attempted a mass survey of the gastrointestinal tract par- 
ticularly in the age group above 50 with no other idea than to 
study the statistical incidence of carcinoma. We studied 2,400 
persons, repeating the examination in 1,000 of them. On the 
first thousand we used films as a check. After that we got a 
little more confident about our findings and did a rapid exami- 
nation. We found 3 instances of carcinoma in persons who had 
never been to a doctor before for any gastrointestinal disorder. 
One of these cases was far advanced, the second a relatively 
early carcinoma and the third a lymphoblastoma. Our third 
case was such an early infiltration that we saw motor abnor- 
malities alone, a spasm in apparently inflexible areas.. We 
examined the abdomen and found what we thought was a 
normal stomach. Six months later the patient was back with 
a far advanced lesion. The indication is that sometimes by 
x-ray we can pick up a lesion which is infiltrating intramurally 
and yet feel normal to the fingers of the surgeon. Dr. Rigler’s 
work is commendable, particularly his emphasis on the repeated 
examinations and watching for these supposed lesions to develop. 


Dr. P. Ramos Casetias, San Juan, Puerto Rico: I have 
been practicing in Puerto Rico for the last five years, where 
the incidence of primary anemia is quite high. As a matter of 
fact, the incidence of all anemias is high there. The secondaries 
we attribute to dietetic deficiencies resulting from poverty. That 
may explain the fact that I have seen in Puerto Rico much 
more cancer of the gastrointestinal tract than I saw in_twenty- 
five previous years in different sections of the United States. 

Dr. Leo G. RiGLER, Minneapolis: I wish to emphasize the 
fact, which Dr. Weber brought out, that polyps of the stomach 
are precancerous lesions, and in many*instances it is impossible 
to determine definitely whether they are benign or malignant. 
The problem of how to handle the individual case is a difficult 
one. It is much harder to answer the surgeon's question about 
a specific case “Do you think I ought to resect this stomach?” 
than to make a general statement about the treatment of such 
lesions. The end result usually is that one must make up one’s 
mind on the basis of the individual case rather than on any 
general rule. For instance, in a patient with a small gastric 
polyp, about 4 mm. in diameter, the program has been one of 
watchful waiting. In cases with larger tumors we have advo- 
cated resection, even though they appear to be perfectly benign. 
When one is examining patients who have no symptoms and 
is looking for small tumors, the percentage of positive errors 
is going to rise. This is a most unhappy consequence of this 
type of effort. Whereas prior to this time in our department 
the percentage of. positive “errors, that is, the diagnosis of a 
carcinoma when none is actually present, was almost nil, we 
now have several cases staring us in the face in which the 
surgeon has explored and found nothing. One more word about 
the matter of mass surveys in the examination of the stomach: 
A good many years ago we contemplated doing exactly what 
Drs. Swenson, St. John and Harvey did. When we investigated 
the statistical data on the incidence of carcinoma of the stomach 
in living persons we found that the largest number of cases 
of carcinoma which we would be likely to discover, even by 
restricting the examinations to men over the age of 45, would 
be about 3 per thousand. If one is to do a thousand examina- 
tions and do them carefully (and I think a study of the stomach 
properly done is a time consuming, painstaking and expensive 
procedure), the return of 3 per thousand is rather small. Per- 
haps we. should undertake such a program, nevertheless, because 
the salvage of 1 case would well repay all that effort. Because, 
however, of the minimal return from the general group of cases, 
we picked pernicious anemia patients for -this trial, because 
there we had hopes of getting a much more productive series. 
These hopes have been borne out. , 
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EXPERIMENTS IN THE TREATMENT 
OF DEMENTIA PARALYTICA 
WITH PENICILLIN 


CLARENCE A. NEYMANN, M.D. 


GERT HEILBRUNN, M.D. 
AND 

G. P. YOUMANS, M.D. 
CHICAGO 


The modern treatment of dementia paralytica requires 
a long time and a great deal of effort. The newly 
developed method of administering massive doses of 
penicillin in early syphilis led us to believe that a 
similar rapid clinical result might be achieved in late 
syphilis of the central nervous system. We have not 
arrived at definite conclusions. We are presenting 
5 cases. Primarily, we shall discuss the mode of treat- 
ment and the dosage; secondarily, the present clinical 


results. 
ADMINISTRATION AND DOSAGE 


It is known that no penicillin passes the hemato- 
encephalic barrier after 10,000 or 20,000 Oxford units 
is injected intravenously or intramuscularly. 

In order to achieve therapeutic results, it seemed 
necessary to suffuse the brain and the meninges with 
penicillin. This might be possible by overcoming the 
barrier or by applying the drug directly to the surface 
of the brain. 

In our first experiments,” massive doses up to 
1,000,000 Oxford units of the sodium salt of penicillin 
dissolved in 1,000 cc. of 5 per cent dextrose solution 
were given intravenously during a three hour interval. 
The spinal fluid specimen obtained immediately after- 
ward did not reveal the presence of penicillin. The 
Oxford cup plate method? was used for purposes of 
assay. Another patient received a total dose of 3,100,000 
units intramuscularly during an eight day period. This 
was repeated. The clinical picture and the spinal fluid 
findings remained unchanged. No penicillin was found 
in the spinal fluid. 

A second attempt to breach the barrier was also of 
no avail. The patient received 10 cc. of a 20 per cent 
sodium dehydrocholate solution intravenously. This 
was followed by the intravenous injection of 300,000 
units of penicillin dissolved in 1,000 cc. of 5 per cent 
dextrose solution containing, in addition, 20 cc. of a 
20 per cent sodium dehydrocholate solution. This drug 
is credited with increasing the permeability of tissues 
and capillaries.* The dosage we used exceeds the 
customarily administered amount of sodium dihydro- 
cholate. As already stated, no penicillin was found in 
the cerebrospinal fluid by biologic assay. 

Next we treated a patient with penicillin and artificial 
fever. During the first febrile period 400,000 and then 
during the second period 500,000 units of the drug was 
administered by intravenous drip. The body tempera- 
ture ranged near 105.8 F. for four hours. The fever 
cabinet described by Neymann and Holmquest * was 
used. In both instances the spinal fluid showed no trace 
of penicillin immediately after treatment. Therefore 
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we concluded that the hematoencephalic barrier cannot 
be overwhelmed by massive or long continued or intra- 
muscular or intravenous doses of penicillin. Neither 
does it yield to combined treatment of penicillin and bile 
salts nor to penicillin and artificial fever. 

Finally, we experimented with subarachnoid admin- 
istration. The dosage was of prime importance. No 
definite criteria existed. The direct intracisternal route 
was chosen. Single applications of 30,000 units were 
found to be tolerated without any untoward effects 
except occasional vomiting lasting a few hours after the 
injection. This dosage was administered daily to 3 
patients for two weeks. The penicillin titers in the 
spinal fluid ranged between 0.7 and 11.6 units per cubic 
centimeter. No penicillin was present if more than 
thirty-six hours elapsed after the last injection. Simul- 
taneous intramuscular injections of 350,000 units given 
daily for a week to the same patients failed to raise 
the spinal fluid penicillin titer. It did not prevent the 
disappearance of the drug from the spinal fluid after 
thirty-six hours. 

Penicillin is toxic when it comes in direct contact 
with the surface of the brain. This toxicity may be 
due to impurities. The present commercial drug is 
either 40 or 25 per cent pure. The former seems less 
toxic than the latter. After repeated daily injections 
the patients complain of headache. Then they become 
tense. This state is followed by generalized muscular 
twitchings and finally by severe convulsions. 

It is necessary to distinguish between acute and 
chronic reactions. A patient was given the very high 
dose of 100,000 units intyacisternally. Three hours 
later he became tense. Generalized muscular twitchings 
and finally continuous convulsions with cyanosis fol- 
lowed. His life was saved by placing him in an oxygen 
tent and treating him with sodium amytal intravenously 
and spinal drainage. Similar reactions were observed 
after 50,000 and 40,000 units. This cor responds to the 
reactions described by Walker and Johnson ° in experi- 
mental studies on animals. 

The chronic effects of the drug are shown by 
meningeal irritation, rigidity of the neck and occasional! 
positive Kernig and Brudzinski signs. Generally the 
latter signs were noted as after-effects of the convulsive 
states, but sometimes they followed prolonged admin- 
istration of the drug without convulsive seizures. The 
spinal fluid showed an increase of cellular elements. 
Lymphocytes and polymorphonuclears as well as red 
blood corpuscles were found. The globulin and albumin 
increased correspondingly: Sometimes the temperature 
rose to 103. F., at others it dropped to 95 F. Two of 
our patients lapsed into a coma and died ten days after 
the last intracisternal injection. 


CLINICAL AND SEROLOGIC RESULTS 


Five patients suffering from chronic dementia 
paralytica were chosen for treatment. Mental symp- 
toms in all of them had been present for from one to 
ten years. As stated, 2 of these died in a state of coma, 
from chronic penicillin encephalopathy. Another patient 
died as the result of exhaustion two weeks after treat- 
ment ceased. He showed no clinical improvement. 
Only 1 patient has improved. 

Eight different modes of treatment were used, as 
shown in the table. The intramuscular, intravenous, 
intravenous with sodium dehydrocholate and intravenous 
with fever methods did not produce favorable clinical 
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results. After intrathecal injections the serologic reac- 
tion changed in 2 of the cases, becoming practically 
negative. The colloidal gold reaction changed from a 
paretic to a negative curve. The cell count after the 
initial rise decreased to normal and in 1 patient the 
spinal fluid Wassermann reaction became negative. 
Both of the patients are alive. One remains as demented 
as he was in the beginning; the other is decidedly 
improved. 

The blood Wassermann reaction of all 5 patients 
remained positive. 

In order to give a better insight into the method of 
treatment, we will append the history of 1 patient: 

M. F., a woman aged 42, was reported as having been restless 
and overanxious for the past four years. In July 1944 she 
became confused and unable to recognize people. Consequently 
she was hospitalized. The patient was treated with artificial 
fever and chemotherapy before she was admitted to the Chicago 
State Hospital. A day before penicillin treatment, the exam- 
ination disclosed pupils fixed to light and in accommodation, 
exaggerated knee and ankle jerks, shuffling and staggering gait, 
partial disorientation, pronounced confusion, irrelevant and 
incoherent speech and positive blood and spinal fluid findings. 

After one intracisternal injection of 20,000 units, the colloidal 
gold curve showed a normal reaction, 0000012100. Another two 
injections of 20,000 units each and one injection of 30,000 units 
produced a decided change in the patient’s mental condition. 
Her stream of talk became much more relevant and coherent. 


Modes of Treatment 








1. Intramuscular. 

2. Intravenous. q 

3. Intravenous with sodium dehydrocholate. 

4. Intravenous with fever. 

5. Intracisternal alone. 

Intracisternal and intramuscular. 

Intracisternal plus artificial fever plus intravenous. 

8. Intracisternal plus intramuscular plus phenarsone sulfoxylate 


This amelioration of mental symptoms became more pronounced 
during the next three weeks; during this time the patient 
received another course of fourteen intracisternal injections of 
30,000 units each. The last ten were given daily. The colloidal 
gold curve remained flat during this period. There was no 
reversal of the 4 plus Wassermann reaction. An additional 
course of eleven intracisternal injections of 30,000 units each, 
given daily in conjunction with 350,000 units intramuscularly, 
rendered the spinal fluid Wassermann reaction negative. 

At the conclusion of the penicillin. treatment the patient’s 
mental condition was approximately normal except for a mild 
euphoria. Her gait improved, but the reflexes were unchanged. 
Since this time her spinal fluid Wassermann reaction has shown 
a tendency to return to positive. She is being treated with 
tryparsamide and bismuth. 

CONCLUSIONS 

At presént we conclude that: 

|. The intravenous and intramuscular injection of 
penicillin is ineffective because the hematoencephalic 
barrier cannot be breached. 

2. The intracisternal route is dangerous if more than 
30,000 Oxford units is injected. 

3. The daily injection of this dose prolonged for more 
than five days is also hazardous. 

4. The chronic pachymeningitis and leptomeningitis 
are probably favorably influenced by the drug. 

5. The syphilitic involvement of the parenchyma in 
the depths of the cortex probably remains unchanged. 

[t is our intention to follow up this study by the use 


of pure crystalline penicillin and the simultaneous treat-: 


ment with phenarsone sulfoxylate, tryparsamide and 
heavy metals. 


THE DIAGNOSIS OF ACUTE SURGICAL 
DISEASES OF FEMALE PELVIS 
AND LOWER ABDOMEN 


LIEUTENANT COLONEL WILLIAM J. CARRINGTON 
MEDICAL CORPS, ARMY OF THE UNITED STATES 


In the hope of emending the accuracy of preopera- 
tive diagnoses in acute surgical lesions of the pelvis 
and abdomen in women, at least in the Atlantic City 
Hospital, a study of inaccuracies and errors in that 
institution was begun in 1936. At the end of five years 
a preliminary report was made to the Medical Society 
of New Jersey. This was to be compared with antici- 
pated improvement during the next five year period. 
But the plan was interrupted by the war. This paper 
is based on the results of the original five year period 
together with those of the following year. After the 
war the apocryphal results will be compared with those 
of a similar period. Improvement is a consummation 
devoutly to be wished. 

Diagnosis is based on the recognition of signs and 
symptoms. It is often necessary to wait for them to 
develop before an exact diagnosis can be made. In 
abdominal catastrophes one cannot wait. Some mis- 
takes are pardonable. The unpardonable sin is to wait 
until error is impossible. That would mean the sacrifice 
of human life on the altar of statistical perfection. 

Sudden intolerable abdominal pain accompanied by 
unmistakable rigidity is a surgical green light regard- 
less of exact diagnosis. Wangensteen’s decompression 
and parenteral fluids give extra time for greater 
accuracy, but, even with these, delay may spell disaster. 

It is embarrassing to operate for appendicitis and 
find the mesenteric adenitis of what turns out to be 
measles. What a booby trap it is! Once in a while 
pain, McBurney tenderness, rigidity, fever and leuko- 
cytosis antedate the rash. When the surgeon is called 
to see such a case he knows that appendicitis in child- 
hood demands early operation because nature makes 
no effort to wall off the infection. He operates in good 
faith. Give him sympathy. He will blush for himself. 

Many authors state that females are less susceptible 
to appendicitis than males in the ratio of 2 to 3 or even 
2 to 5. Atlantic City Hospital records would seem to 
confirm this. There are fewer cases in women’s surgery 
than in men’s surgery; but if those treated in the 
gynecologic department are added there is little differ- 
ence in the two sexes. 

A generation ago surgeons were taught that the 
ovarian artery had an appendicular branch which fur- 
nished extra blood and hence relative immunity to the 
female. Today modern textbooks state that the blood 
supply of the appendix is the same in the two sexes. 
So much for the history. What aljout the clinical 
findings ? 

CLINICAL OBSERVATIONS 

1. With regard to posture, if the patient lies on either 
side there is no peritonitis. If she lies with her right 
thigh flexed she may have phlebitis, but she is more 
apt to have appendicitis. This position does not relieve 
the pain of adnexitis or of lesions of the urinary tract. 
It is therefore.of real diagnostic value. In perforation 
of a viscus the patient lies immobile, stiff as a mummy. 
In ruptured ectopic pregnancy she is restless, tossing 
from side to side, begging for water. In streptococcic 
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cellulitis she is bright, flushed and talkative. Her 
euphoria may confuse the unwary. 

2. Temperature, pulse and respirations are not very 
helpful. In appendicitis and adnexitis there is moder- 
ate elevation. In cellulitis the temperature is pump 
handle. In pyelitis, pyelonephritis and pyonephrosis 
there may be also wide fluctuations. When an ectopic 
pregnancy ruptures, the temperature drops. Later 
there is fever due to absorption of fibrin ferment. A 
lower abdominal emergency without fever or leuko- 
cytosis is apt to be the sudden twist of the pedicle of 
a solid or cystic tumor. If torsion is neglected, particu- 
larly if the cyst is a dermoid, peritonitis quickly follows, 
with fever and leukocytosis. 

The pulse varies with the amount of shock and 
hemorrhage. It is more rapid in cellulitis. In perfora- 
tion there are pallid face, staring eyes and sweated 
brow, but the pulse is surprisingly tranquil. 

Respirations are accelerated in all abdominal catas- 
trophes, but air hunger is the distress signal of internal 
bleeding. 

3. The localization of tenderness is of the utmost 
importance. The patient will point out the area of 
greatest tenderness. In appendicitis it finally settles 
near McBurney’s point. In salpingitis it is lower and 
is apt to be on both sides. Morris’s points have not 
been very helpful. In urinary tract lesions the tender- 
ness is over the bladder or flanks. In pelvic cellulitis 
there is little or no tenderness unless peritonitis 
develops. 

In pregnancy the ovaries, tubes and appendix are 
lifted up. While pregnancy does not appear to increase 
the liability of primary attacks of appendicitis, recur- 
rences are all too common. Increased blood supply, 
constipation and elevation of the cecum with pull on 
old adhesions combine to relight previous trouble. Per- 
foration and abscess are much more dangerous in preg- 
nant women. Abortion or premature labor is the rule, 
and when the uterus empties itself it pulls away and 
disseminates the infection. 

4. Cutaneous hyperesthesia, tested by pinching the 
skin, may reveal hypersensitiveness over the appendix. 
The sensory nerves of the skin in that area come from 
the same segment of the cord supplying the appendix 
with its sympathetic nerve fibers. One should not 
place too much reliance on this sign, because it requires 
a subjective response. 

5. Muscle spasm is of prime importance but can be 
elicited only by gentle manipulation. The intensity of 
rigidity depends on the proximity of the appendix to 
the parietal peritoneum. In salpingitis, rigidity is less 
and bilateral because heavy inflamed tubes prolapse 
in the cul-de-sac. In ruptured ectopic pregnancy, 
rigidity is generalized. In pelvic cellulitis and torsion 
there is no rigidity until peritonitis sets in. 

Muscle spasm is not pronounced in typhoid perfora- 
tion, because this accident occurs in the third week. 
By this time Zenker’s degeneration in a fifth column 
sort of way has rendered the rectus muscle incapable 
ol resistance. 

Rebound tenderness indicates peritoneal involvement, 
but it excites undue pain and apprehension and may 
actually spread infection. 

_ 6. A readily palpable, rounded mass low in an acutely 
inflamed abdomen suggests a solid or cystic tumor with 
a twisted pedicle. In early appendicitis the omentum 
Wraps itself around the appendix like a scarf around 
a sore throat, to form a tender, indefinite mass.. An 
appendical abscess which takes some days to form may 
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be felt in the lower right quadrant, in the flank or in 
the pelvis. I once opened, in my office, what appeared 
to be a large fluctuating femoral gland abscess which 
pointed below Poupart’s ligament. Imagine my sur- 
prise when a gangrenous appendix floated out in the 
pus. 

7. Abdominal auscultation is too often neglected. 
In obstruction, peristalsis is tumultuous, and long 
gurgling, guttural rolls are characteristic. In peri- 
tonitis there is stony and ominous silence, broken now 
and then by a reverberating drip like water falling in 
the silence of a resonant cave. In hemorrhage there 
is said to be crepitus. . 

8. A distinguished author suggests that “if the his- 
tory and abdominal findings are inconclusive, a careful 
yet gentle pelvic examination assumes great impor- 


Female Patients with Pelvic and Lower Abdominal Emer- 
gencies at the Atlantic City Hospital, 
Jan. 1, 1936 to Dec. 31, 1941 








Tentative 
Diagnosis 
Final Diagnosis Total Correct Accuracy 
Acute appendicitis, including purulent appen- 
dicitis, abscess, gangrene, perforation and 
| RT Pre he Speier eee 950 778 On 


Acute adnexitis, including hot tubes, acute 

Salpingitis, pyosalpinx, tubo-ovarian ab- 

scess and acute gonorrheal peritonitis...... DOS 302 77% 
Acute lesions of the urinary tract, including 

cystitis, interstitial cystitis, pyelitis, stones, 

pyelonephritis, pyonephrosis, ptosis of the 


kidney and stricture of the ureter.e........ 176 158 W% 
ICU, hsiecc cides Sindi sth ns cnden+2 tees es 77 ibd 16% 
Hernia, strangulated or incarcerated; two of 

these were intra-abdominal................. 53 et) mR 


Ruptured cysts, graafian follicle, corpus 
luteum, dermoid, pseudomucinous and pap- 


SE GG ok 00 cdc SiC ec dddsbabouss cone di 51 31 60% 
Ruptured ectopic pregnancy, including rup- 

tured tubal pregnancy and tubal abortion 49 28 57% 
Torsion of tumors, solid or cystic............ 15 7 47% 


Pelvic cellulitis, ineluding postabortive and 
early and late puerperal sepsis; the two 
missed diagnoses were in women who 
Be CR nn oes ach esac h eek 6000445 50 048 i4 12 SII, 


Mesenteric adenitis due to measles, scarlet 


ae a 8 0 O% 
Tuberculous peritonitis ................--.6% Ras 9 2 22% 
ag Sc dcbacccnabcs 04204 iguerenys te s 0 O% 
PMD oc dG As dbnké aconbesdesnnticcecesss 7 2 28% 
Torelom GE GMMIGMMsii docs ccc icc goccccccccss 4 0 0% 
~Mesenteric thrombosis ................0000eeeee 3 0 O% 
Dian eo an Be ah Sy é 0 dows ob Sa debs 3H 2 0 O% 
Ruptured typhoid wheer..........scccccccccccess 1 0 0% 








tance.” Let me emphasize that a medical officer in 
the Army had better not let General Kirk catch him 
if he ever fails to do a rectopelvic examination in any 
abdominal case, high up or low down. In reviewing 
mistakes made in the 1,932 cases reviewed in writing 
this paper the most vivid impression gained was that 
more errors were committed by neglecting the pelvic 
examination than by omitting all other diagnostic pro- 
cedures combined. Let us therefore without fail do 
pelvic examinations through the vagina or through 
the rectum not only when the history and abdominal 
findings appear to be inconclusive but in all cases. 

An intact hymen rules out salpingitis almost cer- 
tainly, but a palpable Bartholin’s gland, purulent 
skenitis or urethral discharge is strong circumstantial 
evidence, and cervicitis in a nullipara is more than 
gossip. 

Tenderness of the adnexa is best demonstrated by a 
maneuver not described in textbooks. The examining 
finger pushes the cervix to the left. The uterus acts 
as a lever and puts the right adnexa on the stretch. 
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Tenderness elicited by this simple maneuver marks the 
spot in the right broad ligament. 

Induration of acute salpingitis may be demonstrable 
only when the patient is relaxed. With the patient and 
the operating room prepared for appendectomy, if the 
relaxation of the anesthesia permits a correct diagnosis 
it is sound judgment to postpone operation until the 
tube “cools off.”’ 

Pelvic examination is important in suspected ectopic 
pregnancy. The uterus is enlarged, the cervix is soft 
and there is slight bleeding. The pregnant tube “rides 
high’” and forward, whereas pus tubes are heavy and 
fall back into the depths of the cul-de-sac. 

Large pelvic abscesses of recent origin are almost 
certainly appendical. These collections of pus cannot 
be palpated through the abdomen but only through 
the vagina or rectum. They should be drained through 
the cul-de-sac, because they are closed off above by 
coils of intestine. 

A small pelvic abscess may be appendical where the 
appendix hangs over the brim of the pelvis. But this 
abscess is high, whereas a tubo-ovarian abscess is low 
in the cul-de-sac. Moreover, tubal masses are sausage 
shaped and bilateral. Unilateral pyosalpinx is due to 
pyogenic cocci and not to gonococci. 

Appendicitis secondary to tubo-ovarian disease is not 
alarming because the inflammation involves the peri- 
toneal coat and not the lumen of the appendix. ‘It is 
safe to allow the case to subside even though it is 
certain that the appendix -is involved. 

If pelvic examination reveals a retroflexed uterus 
with “frozen” adnexa and a “shotty feel’’ along the 
uterine ligaments, the diagnosis of endometriosis is 
probable. If speculum examination reveals small choco- 
late cysts or their little stellate scars in the vault of the 
vagina, endometriosis is certain. 

The pelvic mass may be a solid or cystic tumor. 
Torsion of such a tumor is one of the causes of acute 
conditions in the lower part of the abdomen. Cysts that 
twist are of medium size. Sometimes the twisted pedi- 
cle can be palpated. if such a patient develops early 
peritonitis one should suspect a dermoid cyst, because 
its contents are particularly irritating. 

Crepitus means clots of blood and hence ruptured 
ectopic pregnancy or ruptured cysts with internal 
bleeding. 

LABORATORY AID 

The help that urinalysis has to offer is so well known 
that comment is unnecessary. A single specimen may 
show neither blood nor pus if the ureter is tempo- 
rarily blocked in pyelitis, pyelonephritis or pyonephro- 
sis. On the other hand, blood and pus may appear in 
the urine when there is no real urinary tract infection 
but when there is extension from a retrocecal appendfx 
or a tubo-ovarian abscess. ; 

The leukocyte picture depends on the nature of the 
infection, the tissue involved ard the factors that pro- 
mote absorption. Other things being equal, staphylo- 
cocci, gonococci and Escherichia coli excite leukocytosis 
less than streptococci. The tissue invaded influences 
the count. Thus tuberculosis and typhoid which invade 
the lymphoid tissue show a low count, whereas infection 
of the peritoneum causes enormous polymorphonuclear 
increase. -Moreover, a small amount of pus under pres- 
sure, as an abscess confined to the appendix, will pro- 
duce a higher count than a large abscess that is 
draining: 

In bleeding ectopic pregnancy, leukocytes continue 
to rise but drop quickly when hemorrhage ceases. 
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With the history and physical signs of appendicitis 
and leukocytosis of 15,000 the appendix may be 
expected to be merely inflamed. When the count 
approaches 20,000 there is usually pus; but do not put 
all your money on it even if you know who makes the 
blood count. If there are colicky pains and a count of 
less than 12,000 there may be obstructive appendicitis 
followed by rupture. This sequence of events causes 
90 per cent of appendical deaths, In this group an 
increasing shift to the left is an urgent indication for 
early operation. Finally it should be remembered that 
leukocytosis occurs in uremia, acidosis, intestinal 
obstruction, coronary thrombosis and even alcoholism. 

In ruptured ectopic pregnancy the first blood count 
may show an actual increase in red cells due to the 
blood concentration of shock. The sphygmomanometer 
is. a more reliable witness. However, evidences of 
anemia soon appear. Because cells regenerate more 
rapidly than hemoglobin, ghost cells are seen and the 
color index is low. 

Hemoglobin is not an accurate indicator of internal 
hemorrhage. It does not reach its highest level until 
forty-eight to seventy-two hours of bleeding. That is 
why a high level of hemoglobin does not rule out rup- 
tured ectopic pregnancy. Falling blood pressure is 
more valuable than falling hemoglobin in the diagnosis 
of hidden hemorrhage. Actording to Farrar, a com- 
plete blood count every two hours will indicate when 
bleeding starts and stops, and this observation has been 
confirmed time over and again. 

The sedimentation rate varies with extent and sever- 
ity of the infection. It tells more than leukocytosis 
about the end stages of disease. When the rate is rapid 
in pelvic inflammatory disease, operation is risky and 
followed by stormy convalescence. The rate in appendi- 
citis is slower than in pelvic inflammatory disease or in 
pelvic cellulitis. In differentiating between ectopic 
pregnancy and pelvic inflammation a slow rate points 
toward ectopic pregnancy. However, sedimentation is 
valueless as a diagnostic aid after the third month of 
pregnancy, because it is always rapid from the third 
month until two weeks after delivery even in the 
absence of inflammation. 

Blood cultures, the Friedman test and the comple- 
ment fixation test for gonorrhea do not help solve 
acute diagnostic problems. Special diagnostic pro- 
cedures are rarely useful. These are cystoscopy, x-ray 
examination and the Rubin test. The Bastedo pro- 
cedure of eliciting pain and McBurney tenderness by 
inflating the colon with air pumped in through a rectal 
tube may be helpful in diagnosing that will of the wisp 
chronic appendicitis, but it has no place in acute 
appendicitis. 

The cases of regional ileitis were mistaken for acute 
appendicitis. The abdomen was closed when the 
regional thickening and adenopathy were discovered. 
Little is known of the etiology of regional ileitis. Out 
of the mist and fog which surround this much discussed 
condition two facts emerge crystal clear. Do not operate 
in the acute stage and, if operation is performed because 
acute appendicitis is suspected, do not remove a normal 
appendix to salve one’s conscience. Get out and 
close up. 

It is embarrassing to miss the diagnosis in ruptured 
ectopic pregnancy. Fifty-seven per cent of accuracy 
is not too good. In typical cases the ambulance driver 
can take one look and do better than that. But not 
all are typical. Some years ago I had a series of ectopic 
pregnancies with regular menstruation and moderate 
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hemorrhage which promptly ceased spontaneously. I 
missed so many that I was tempted to write on the 
preoperative chart of doubtful cases the exact opposite 
of what I really thought. It would have been almost 
as accurate. 

THE CASE HISTORY 


The impression from a review of these 1,932 cases 
is inescapable that many mistakes could have been 
avoided if clues in the histories had been followed. 
Sign-posts which pointed the way were disregarded. 

If the onset occurs at the time of menstruation, the 
reproductive organs may or may not be the site of the 
lesion. Appendicitis, acute or chronic, occurs more 
frequently when there is pelvic congestion. There is 
delayed or missed menstruation in 85 per cent of ectopic 
pregnancies. Fever and chills following childbirth or 
abortion suggest pelvic cellulitis. Dysmenorrhea which 
begins late in menstrual life in the third decade, which 
becomes more distressing each month, which is seen 
in women in the upper walks of life who have used 
contraceptives and vaginal tampons is usually due to 
endometriosis. Had these facts been elicited by care- 
ful histories, we should not have missed 65 out of 
77 cases. 

The sequence of events is important. If there are 
sudden pain in the periumbilical region shifting to the 
right lower quadrant, nausea and vomiting, tender- 
ness, rigidity, fever and leukocytosis in that order, the 
diagnosis could hardly be plainer if flashed in neon 
lights. The trouble is that many things break up the 
sequence, such as pelvic appendix or failure of the 
cecum to rotate. However, nausea and vomiting are 
the clues to follow. The first symptom of appendicitis 
is pain, always pain, never anything else. If some 
other symptom is first, the appendix is blameless. The 
site and severity of the pain are inconstant, but pain 
comes first. A history of “cold in the bladder,” leukor- 
rhea or bartholinitis directs attention to the adnexa. If 
gastrointestinal symptoms are absent, if the pain is 
deep in the pelvis and constant rather than paroxysmal, 
the diagnosis of adnexitis is fairly certain. 

In appendicitis and strangulated hernia the consti- 
pation is more absolute, but 15 per cent of appendicitis 
patients have diarrhea, and most of these die. If food, 
fluid or physic is given a patient with appendicitis, the 
pain becomes intolerable and recovery difficult and 
doubtful. Appendicitis is bad enough, but its axis 
partners—food, fluid and physic—are worse. They 
bring peristalsis, perforation and peritonitis. 

Colpotomy is useful in ectopic pregnancy with slow 
bleeding. I have no desire to possess a peritoneoscope, 
having seen it used elsewhere. It is brutal and futile. 
The shock of inflating the peritoneal cavity with air and 
the danger of perforating the intestine are too great and 
the keyhole view is unsatisfactory even for the most 
ardent peeping Tom. 

SUMMARY 


During a six year period 1,932 women with surgical 
emergencies of the pelvis and lower, part of the abdomen 
were admitted to the Atlantic City Hospital, a class A 
institution with a closed surgical staff in a community 
of 66,000. Accurate preoperative bia es were made 
in 71 per cent of these women. n 29 per cent the 
diagnosis was correct only in part or wholly in error. 
In a certain number immediate operation was neces- 
sary to- save life. There was no time for refined 
differentiation. By and large errors were due to incom- 
plete histories and the failure to utilize, not gadgets, 
but the tactus eruditus. 
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Clinical Notes, Suggestions and 
New Instruments 


DERMATITIS OF THE LIDS FROM PENICILLIN 
EYE DROPS 


Exvias Sevincer, M.D., Curcaco 


Various untoward reactions from penicillin have been reported 
in the literature. Urticaria has been observed from the sys- 
temic administration of the drug and skin rashes from direct 
contact with the substance and the solution of penicillin. In 
some instances the reaction was thought to be the result of 
contaminants rather than of the drug itself. 

Binkley and Brockmole,! as well as Silvers,” describe a case 
of dermatitis of other parts of the body associated with involve- 
ment of the lids. The only case so far described, to my know!l- 
edge, in which a dermatitis of the lids followed the instillation 
of penicillin solution into the conjunctival sac is that of Keyes.° 
In that case one drop of 1:1,000 penicillin sodium solution 
was instilled into the conjunctival sac at hourly intervals for 
four doses. Before the last drop was administered the con- 
junctivas and lids became red and swollen. The redness and 
swelling of the lids increased considerably and the conjunctivas 
became quite congested. In addition to this the mucous mem- 
branes of the nose and throat became dry, painful and glossy. 
The patient also developed a temperature of 100 F. and com- 
plained of general malaise. Patch tests were negative and the 
penicillin used in this case gave negative results when used on 
another patient and on a rabbit. The patient gave a history 
of sensitivity to a number of substances. 

The subject of the present report is a white man aged 53 
who had been receiving treatment for a bilateral chronic con- 
junctivitis for about a year. Cultures from the conjunctival 
sacs were negative. Various drugs, including sulfonamides and 
tyrothricin, failed to clear up the conjunctivitis. 

On March 24, 1945 a solution of penicillin sodium, 250 Oxford 
units per cubic centimeter in isotonic solution of sodium chloride, 
was prescribed, with instruction to instil one drop in each eye 
every two hours. The patient used this solution for four days, 
when he returned to the office because there was no improvement 
in the conjunctivitis. He thought that a more concentrated solu- 
tion might be more effective. Although at that time the skin 
of the -upper lids seemed slightly edematous and somewhat 
shiny in appearance, this was not accepted as an early sign 
of a contact dermatitis as it would have been if other medi- 
cation had been used. A solution containing 500 Oxford units 
per cubic centimeter was prescribed. The following day the 
patient returned to the office with a typical picture of a con- 
tact dermatitis. The skin of the lower lids was thickened, red 
and shiny in appearance. The redness of the lids was particu- 
larly pronounced along the side of the nose where the excess 
of the solution had trickled down over the cheeks. The skin of 
the upper lids, especially near the inner canthi, was edematous 
but not red. The conjunctivas showed no reaction, and the 
corneas, examined with a slit lamp, were also free from reaction. 
A patch test gave negative results. No history of urticaria, 
hay fever or other allergic manifestations could be elicited. 
The dermatitis cleared up five days after penicillin was dis- 
continued. 

The noteworthy features of this case are the absence of any 
conjunctival irritation in spite of the rather pronounced der- 
matitis of the lids and the occurrence of the dermatitis in an 
individual apparently not subject to allergic disturbances. 

Incidentally the results of penicillin therapy in 3 cases of 
acute and in 9 cases of chronic catarrhal conjunctivitis were 
no better than those with the older therapeutic agents. 


104 South Michigan Avenue. 





Since this case report.was submitted for publication, the writer has had 
a ponent case of penicillin dermatitis from topical application of penicillin 
solution. 

1. Binkley, G. W., and Brockmole, A.: ‘Dermatitis from Penicillin: 
Ropers, 4 2 eens Art. Dermat. & Syph. 50: 326 (Nov.) 1944. 

2. Silvers, H.: Contact Dermatitis from Amorphous Sodium Peni- 
_ ore. Sas & Syph. 50: 328 (Nov.) 1944 

Key . E. L.: Penicillin in Ophthalmology, 1 I. A. M. A. 126: 

610 ve 4) 1944. 
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CERVICOFACIAL ACTINOMYCOSIS SUCCESSFULLY 
TREATED BY PENICILLIN WITHOUT 
SURGICAL DRAINAGE 


Gienn G. Henpricxson, M.D., ann Epwin P. Leuman, M.D. 
CHARLOTTESVILLE, VA. 


Two cases of proved cervicofacial actinomycosis treated 
successfully by penicillin without the employment of surgical 
drainage are herewith presented. 

Case 1—A housewife aged 27, admitted to the University 
Hospital July 28, 1944, had begun six weeks previously to have 
toothache, limitation of motion of the jaw and swelling in the 
region of the left lower molars. A week later spontaneous 
drainage into the mouth of what was apparently an alveolar 
abscess occurred, with subsequent temporary slight diminution 
in the swelling. Roentgenograms on July 17 showed caries of 
the crowns of the second and third left lower molars and an 
abscess around the root of the third. Two days later these teeth 
were extracted. Hot compresses were used, but there was no 
improvement in either the size of the mass or the motion of the 
mandible. 

On admission the temperature was 37.5 C. (99.6 F.). Over 
the angle of the left mandible was an ovoid mass measuring 
7 by 6.5 by 3 cm. The overlying skin was a little red and 
there was increased heat and tenderness. The mass was uni- 
formly firm and seemingly attached to the mandible. The sub- 
maxillary and anterior cervical lymph nodes were swollen and 
tender. With difficulty the mouth was opened 1 cm. to expose 
dirty and carious teeth. and a small sinus tract at the site of 
the recently extracted third molar. 

The white blood cell count was 10,000. The blood Wasser- 
mann reaction was negative. X-ray examination revealed no 
abnormalities in the mandible. Three cc. of pus aspirated 
through the cheek contained large numbers of sulfur granules. 
Wet preparations and gram stains were positive for actinomy- 
cetes, and Actinomyces bovis was cultured from the material. 

One hundred thousand Oxford units of penicillin was given 
every twenty-four hours by continuous 1,500 cc. intravenous 
drip of 5 per cent glucose in isotonic solution of sodium chloride 
for a total of 460,000 units in four and one-half days. Early 
in the course of treatment 10,000 units in 2 cc. of isotonic solu- 
tion of sodium chloride was twice injected directly into the 
mass after a small quantity of pus had been aspirated. Follow- 
ing the intravenous medication 120,000 units of penicillin was 
given daily by intramuscular injections of 15,000 units every 
three hours for a total of 660,000 units. The dose was then 
increased to 160,000 units in twenty-four hours until 860,000 
units was given at this rate. The course of treatment lasted 
sixteen days, and a total of 2,000,000 units of penicillin was 
administered. Hot wet compresses were applied to the jaw 
during most of this time. 

Within forty-eight hours after the initial dose of penicillin 
there was a decrease in the local tenderness and induration. 
By the fourth day the sweiling was noticeably smaller, and on 
the ninth day the mass measured 5 by 4.5 cm. The highest 
temperature attained was 38 C. (100.4 F.) and after the sixth 
day the patient was afebrile. At discharge on the eighteenth 
day a localized area of nontender induration measuring 3 by 
2 cm. and a minimal limitation of motion of the mandible 
remained. 

Three weeks after leaving the hospital a firm anterior cervical 
lymph node persisted below the angle of the jaw. The patient 
was seen six months later. She had remained asymptomatic, 
and examination revealed no evidence of previous disease. 

Case 2—A white man, aged 63, a farmer, admitted to the 
hospital Sept. 18, 1944, had had an aching left lower molar 
tooth extracted seven weeks previously, and shortly afterward 
pain, swelling and limitation of motion of the jaw had developed. 
He was intensively treated with sulfonamides by his local physi- 
cian. Dental films on September 15 showed at the site of 
extraction of the lower left third molar a small sequestrum 
lying just above the alveolar margin with a small area of soft 
tissue density around it. The day before entering the hospital 
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the abscess drained spontaneously through a small opening in 
the neck. During the illness he had lest 20 pounds (9 Kg.). 

On admission the patient's temperature was 37 C. (98.6 F.). 
Just below the angle of the left mandible was a firm fixed ovoid 
mass measuring 6 by 6 by 2.5 cm. In the central portion was 
a small opening from which a few drops of sanguinopurulent 
material drained. There was no increase in heat, but moderate 
tenderness was present. Dirty and carious teeth were seen in 
front, but the mouth could not be opened enough to view the 
molar regions. 

The white blood cell count was 5,200. The blood Wasser- 
mann reaction was negative. Pus expressed from the sinus 
contained sulfur granules of Actinomyces.! 

One hundred thousand Oxford units of penicillin was given 
every twenty-four hours by continuous 1,500 cc. intravenous 
drip of isotonic solution of sodium chloride for a total of 400,000 
units in four days. Thereafter 120,000 units was given daily by 
intramuscular administration of 15,000 units every three hours 
for a total of 600,000 units. The dosage was then decreased to 
80,000 units in twenty-four hours, and 500,000 units was given 
at this rate. The course of treatment lasted fifteen days, and 
a total of 1,500,000 units of penicillin was administered. The 
patient also received 6 Gm. of sulfadiazine daily during the first 
six days of treatment. 

Four days after the initial dose of penicillin the mass was 
less indurated and tender. By the end of the second week the 
drainage had ceased, and the remaining nontender mass mea- 
sured 2 by 2 cm. 

A month after leaving the hospital the localized induration 
persisted almost unchanged. However, at the end of four 
months the patient was asymptomatic and the only evidence of 
previous disease was a well healed scar less than 0.5 cm. in 
diameter beneath the angle of the mandible. 


! COMMENT 

Actinomycosis is a disease which has no uniformly satisfac- 
tory method of treatment. Inconsistent results with penicillin 
have been recorded in brief notes from various workers.? 
Garrod* found that different strains of Actinomyces differ 
greatly in their sensitivity to penicillin and demonstrated an 
apparent correlation in 4 cases between the in vitro and 
in vivo reaction to the drug. 

The history of the treatment of actinomycosis includes the 
employment of substances which have been believed from time 
to time to have a specific action on the actinomycete. The most 
widely used, before the availability of the sulfonamides and 
penicillin, have been the iodides and thymol. Whatever drug 
is used, however, it has been the consistent opinion of surgeons 
that no beneficial results are to be expected in the absence of 
wide surgical drainage. In cases cured by these methods, pro- 
longed healing of open wounds and conspicuous scars are the 
uniform accompaniment. 

These 2 cases are presented to indicate that certainly in some 
instances actinomycosis may yield to penicillin without the 
necessity for painful and deforming surgical procedure. We 
believe that the diagnosis of actinomycosis should be attempted 
by aspiration of fluctuant areas in a suspected lesion rather 
than by open drainage, since there is a’ possibility that the latter 
procedure may be unnecessary. It is suggested that all proved 
cases of actinomycosis receive intensive penicillin therapy with- 
out immediate syrgical drainage. - If the organism is found 
insensitive to penicillin, either by laboratory demonstration or 
by clinical response or both, then and only then is the standard 
surgical attack justified. Delay in surgical drainage for the 
clinical test of penicillin response should not alter the prognosis 
to any important degree, -since the infection is of slow develop- 
ment in any event. 





1. Dr. F. D. Smith isolated the organism. 

2. Christie, R. V., and Garrod, L. P.: A Review of the Work of 
a Penicillin Therapeutic Research Unit, Brit. J. 2: 513-514, 1944. 
Florey, M. E., and Florey, H. W.: General and Local Administration 
of Penicillin, Lancet 1: 387-397, 1943. Herrell, W. E.; Nichols, D. R., 
and Heilman, Dorothy H.: Penicillin, J. A. M. A. 125: 1003-1011 
(Aug. 12) 1944. eleney, F. L.: Recent Experiences with Penicillin 
in the Treatment of Surgical Infections, Bull. New York Acad. Med. 
20: 517-537, 1944. 

3. Garrod, L. P.: The Laboratory Control of Penicillin Treatment, 
Brit. M. J. 1: 528-530, 1944. 

4. Wangensteen, O. H., in discussion on Joyce, T. M.: Thymol 
Therapy in Actinomycosis, Ann. Surg. 108: 910-917, 1938. sail 
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THE CLINICAL DETECTION OF 
PROTEIN DEFICIENCY 


COLONEL JOHN B. YOUMANS 
MEDICAL CORPS, ARMY OF THE UNITED STATES 


Protein deficiency occurs from a variety of causes: 
as a result of a deficient intake, a failure of absorption 
or utilization, abnormal destruction, or an abnormal 
loss from the body as in burns or nephrosis. It can 
occur in an acute or a subacute form, as in hemorrhage 
or burns, or as a chronic disease. Diagnosis of the 
deficiency will depend somewhat on the cause of the 
deficiency, mainly in respect to the evidence contributed 
by the history and physical findings. For the most part, 
however, the diagnosis of all forms will be similar to 
that of the nutritional deficiency type, which will serve 
as the example in most of the present discussion. 

When considering the diagnosis of protein deficiency, 
distinction must be made between a deficiency of protein 
in the diet and the physical state of a deficiency of protein 
in the body. They are not the same and, although a 
history of a dietary deficiency may be helpful in the 
diagnosis of protein deficiency disease, unless the dietary 
has been inadequate gteatly enough and long enough 
to exhaust the reserve stores such inadequacy is not 
of itself sufficient for a diagnosis of protein deficiency. 

Distinction must also be made between a deficiency 
of protein as protein and a deficiency of amino acids. 
Some ten of the many amino acids found in protein 
have essential specific functions yet cannot be synthe- 
sized by the body. Hence there may occur specific 
amino acid deficiencies. A deficiency of protein is often 
accompanied by a deficiency of specific amino acids, but 
there can be and often is a deficiency of protein as 
protein distinct from any deficiency of specific amino 
acids, 

Finally a distinction is to be made between the diag- 
nosis of protein deficiency in individuals and in popula- 
tions, because the methods which are suitable in the 
one instance may not be satisfactory in the other. 

Aside from the diet record the history in the usual 
case of nutritional protein deficiency is of relatively little 
assistance except for the symptoms of edema, a rather 
late manifestatidn of the deficiency. In cases of protein 
deficiency resulting from failure of absorption or utili- 
zation, abnormal destruction or loss from the body as 
in nephrosis or burns, the history and symptoms of the 
conditions causing the deficiency will be suggestive and 
helpful. 

The history and study of the diet, though not diag- 
nostic, is very useful, and knowledge of a possibly 
inadequate intake should always suggest that protein 
deficiency exists. Inquiry into the diet should be made 
With some care because even small deficits existing over 
a long time can cause a deficiency state in the end. In 
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many cases it will be advisable to obtain a record of 
the amounts and kinds of food eaten over a period of 
a week or more. From this the dietary intake can 
be calculated and an estimate made of the probable 
intake over a longer period. The calculated intake 
should be compared with known requirements of differ- 
ent individuals under various conditions. For example, 
children require relatively more protein than adults, 
because of growth. Certain illness and injuries, for 
example burns, are now known to increase the require- 
ments. greatly. 

Of almost greater importance in some cases than the 
actual amounts of protein is the caloric intake. This is 
because protein is burned for heat (calories) in the 
absence of sufficient fat and carbohydrates to supply 
energy requirements. Actually, healthy adults, if given 
sufficient fat and carbohydrates to supply all energy 
needs, require only small amounts of protein." With the 
usual dietary and its excess of protein, some protein 
is burned for heat. However, when the amount of 
protein in the diet is near minimal the use of some of 
it for fuel may make the supply inadequate, and amounts 
which appear adequate may actually be insufficient. 
Actually most diets deficient in protein are only rela- 
tively deficient. 

Finally, inquiry should be made as to the biologic 
quality of the protein. So-called first class protein, 
animal protein, is more complete and richer in essential 
amino acids than most other proteins. Though an ade- 
quate intake of protein can be secured with vegetable 
protein, it ordinarily tequires a greater variety of food 
and larger amounts. The production of a negative 
nitrogen balance, by a deficiency of essential amino 
acids, despite the intake of adequate amounts of protein 
per se, emphasizes the necessity for a sufficient supply 
of first class protein. 

Although a deficiency of protein interferes with 
growth and development, strength and energy, the pro- 
duction of-immune bodies and such physiologic functions 
as pregnancy and lactation, those disturbances have so 
many causes and are the result of so many factors 
that it is difficult clinically to identify them with a 
deficiency of protein. Similarly, with the exception of 
disturbances in growth of hair and in fertility as possible 
manifestations of amino acid deficiencies (cystine and 
arginine), specific or even suggestive symptoms of 
amino acid deficiency are lacking. 

The edema, although not the earliest result of protein 
deficiency, in our present state of knowledge is about 
the first clinical sign of the deficiency. One of the 
characteristics of the edema is its lack of association with 
symptoms suggesting other causes of edema, notably 
heart and kidney disease. Although in severe cases of 
nutritional (protein deficiency) edema there may be a 
history of shortness of breath and palpitation, these 
are usually lacking. The edema is strikingly dependent 
on posture, confined to or greatest in dependent parts 
and, especially in the mild or early stages, shifting from 
part to part with posture, present in the hands and face 
in the morning and in the legs at night. In the mild 
cases, because it is greatly affected by other secondary 
factors such as environmental temperature and salt and 
water intake, it is inconstant and may appear and dis- 
appear. It is usually painless, bilateral though perhaps 
greater on one side, and usually develops gradually and 





1. The usual diet, however, should contain liberal amounts of protein. 
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insidiously, though occasionally the onset is sudden, 
following unusual exercise or excessive salt and fluid 
intake. With the more acute onset there may be a 
tight feeling in the legs and slight to moderate pain 
and tenderness. 

There may be noted a rather sudden increase in 
weight, often with weakness and lassitude. Loss of 
weight is usually masked by the edema.  Polyuria, 
especially nocturia, may occur, but there may be some 
oliguria at the onset of the edema. In simple under- 
nutrition cases mild mental depression is common. 
When accompanied by other disease the symptoms of 
the latter are apt to overshadow those of the protein 
deficiency, and uncomplicated cases often show few 
symptoms. Only in severe protein deficiency is there 
an accompanying ascites and hydrothorax. 

The same diagnostic limitations that affect the history 
apply to the physical examination. Almost the only 
characteristic or sufficiently significant finding is the 
edema, and, in advanced cases, fluid in the serous 
cavities. This edema, as already pointed out, differs 
in no essential way from some other forms of edema 
and must be distinguished from them on the basis of 
other evidence. It is, however, a positive finding of 
importance, and it must be remembered that the edema 
of protein deficiency may and often does accompany 
and complicate other forms of edema. 

The dropsy is usually of the soft, pitting variety, 
rarely becoming hard and indurated unless complicated 
by other kinds of edema. Ordinarily it is greatest in 
the feet and legs, where it is usually noted first, or as 
a slight sw elling of the face and hands, to which it shifts 
during recumbency to be noted on arising. Occasionally, 
when developing suddenly, it may be accompanied by 
some redness and tenderness. As it increases in severity 
it extends higher, becomes greater and in the most severe 
cases becomes a true anasarca. In the milder cases 
disappearing completely with a few days of bed rest, 
when more severe it persists or even develops with the 
patient in this position. 

Othet physical findings either are the secondary mani- 
festations of the edema or are the result of associated 
abnormalities, which often accompany the protein defi- 
ciency and hypoproteinemia. Pallor commonly present 
is caused by the overlying edema, accompanies a 
decreased blood volume or reflects an actual anemia, 
which may be related to the protein deficiency or to other 
causes. Actual anemia is not common in uncomplicated 
cases, though hemoconcentration may mask an anemia 
of mild degree. Loss of weight is often obscured by 
the retention of water, as is muscle atrophy, both being 
revealed in their true aspect only when diuresis occurs. 
Dyspnea and tachycardia, of effort, not of posture, reflect 
several causes—the physical effect of edema and fluid 
in serous cavities, the lessened blood volume and the 
actual atrophy and loss of substance of muscles and 
that muscular organ the heart. Weakness of skeletal 
muscles has the same causes. Bradycardia at rest is 
observed in severer cases and, with hypothermia, hypo- 
tension and lowered basal metabolic rate, reflect a state 
of undernutrition. 

The most significant and most useful clinical test 
of protein deficiency is the laboratory test, the measure- 
ment of the concentration of the plasma or serum pro- 
tein. Because of an apparent balance between reserve 
stores of protein and the essential protein of the various 
tissues and organs, a disappearance of the reserve pro- 
tein and an encroachment on the structural and func- 
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tional protein of tissues and organs appears to be 
reflected in a decrease in the protein, clinically detect- 
able, of the plasma or serum. 

The concentration of protein in the serum (or 
plasma) can be determined by several methods, but that 
most generally used at present is the microkjeldahl pro- 
cedure, with a separation of the two fractions, albumin 
and globulin either by Howe’s method, the modification 
of Robinson, Price and Hodgen ? or the sodium sulfite 
method of Campbell and Hanna.* If only the total 
protein is to be determined, the new copper sulfate 
method of Phillips, Van Slyke and their collaborators ‘ 
offers an extremely simple, rapid and reliable procedure. 
Unfortunately albumin, the most significant fraction of 
the serum protein in respect to protein deficiency, may 
in mild and early cases be lowered significantly while 
the total protein remains within the normal range. In 
a recent study of some 1,100 subjects, 89 per cent of 
those with a hypoalbuminemia had normal total serum 
protein.® Furthermore, in the study of patients it is 
desirable to know the concentration of both albumin and 
globulin in relation to each other, particularly because 
hypoproteinemia may occur from causes other than pro- 
tein deficiency and be characterized by alterations in 
the amounts and relative proportion of the protein frac- 
tions. Therefore, although the copper sulfate test is 
a very useful method for the detection of grosser changes 
and is particularly useful as a screening test in mass 
examinations, it is less well suited for the more careful 
study of individual patients. 

Additional procedures are other adaptations of the 
specific gravity method ® and the biuret (colorimetric ) 
test.’ The biuret colorimetric test, though simple and 
rapid, seems to lack reliability in the presence of other 
disease. 

Satisfactory normal standards’ for the concentration 
of serum or plasma protein*® of adults are those of 
Peters and Eisenman ® and for children those of Dodd 
and Minot.'® According to these, the normal range of 
total protein is from 6.0 to 8.0 Gm. per hundred cubic 
centimeters, for albumin 4.0°to 5.5 Gm. per hundred 
cubic centimeters and for globulin 1.4 to 3.0 Gm. per 
hundred cubic centimeters. Children above 2 years 
of age have the same concentration as adults. 

Emphasis should be given to the significance of values 
but slightly below the arbitrary lower level of normal. 
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Physicians generally are too much influenced by the 
low levels of serum protein (albumin especially ) encoun- 
tered in hospital patients with severe disease. Relatively 
low concentrations do occur, without edema because the 
conditions (bed rest, dehydration, diuretics, restricted 
salt and fluid intake) are those which allow considerable 
hypoproteinemia without edema. But in less ill patients, 
in ambulatory patients and particularly in relation to 
nutritional protein deficiency a concentration of serum 
protein, especially albumin, though but slightly below 
the lower normal range, is apt to be significant. Fur- 
thermore, the effect of secondary factors on the relation 
of serum protein concentration to edema must not be for- 
gotten; posture, salt and fluid intake and environmental 
temperature may operate to hinder the production of 
edema in the presence of even severe hypoproteinemia 
aud under other circumstances may operate to produce 
it when there is only slight hypoproteinemia. These 
facts are mentioned because- of the tendency of many 
to interpret protein levels on the basis of the presence 


or absence of edema alone. 


In addition to the concentration of serum protein and 
protein fractions considerable significance, often too 
much, is attached to the albumin-globulin ratio. While 
alterations in this ratio are significant, the actual con- 
centrations of albumin and of globulin are much more 
significant. A reversal of the ratio with serum albumin 
of 4.5 and serum globulin of 6.0 Gm. per hundred cubic 
centimeters, as in lymphopathia venereum, has a much 
different meaning than a reversal with the albumin 
1.5 and the globulin 3.0 Gm. Too great emphasis on 
the reversal of the albumin-globulin ratio with neglect 
of the actual concentration of each fraction is incorrect. 

Hypoproteinemia is by no means caused only by 
protein deficiency, and the mere finding of hypoprotein- 
emia is not of itself sufficient for such a diagnosis. 
Fortunately, most other kinds of hypoprotéinemia are 
characterized by abnormalities either in the blood. pro- 
teins themselves or elsewhere which will help to dis- 
tinguish them. The hypoproteinemia of protein defi- 
ciency is usually a proportionate decrease in both 
albumin and globulin, though in mild cases the globulin 
may remain at the usual level or rise to a high normal 
or even slightly above normal. Also the concentration 
of globulin is influenced by various infections, and it 
tends to respond more quickly to an increased protein 
intake. In cases of uncomplicated nutritional protein 
deficiency, severe edema does not occur except with 
a rather severe hypoproteinemia. In nephrosis (and 
nephritis), which may superficially closely resemble 
nutritional protein deficiency, the urinary findings are 
sufficient for differentiation. The edema and hypopro- 
teinemia of an uncomplicated nutritional protein defi- 
ciency are without urinary changes or evidence of 
circulatory failure or venous or lymphatic obstruction. 
Alterations in serum proteins associated with the ane- 
inias, hepatic disease, neoplasms and various infections 
are apt to be characterized by a hypoalbuminemia and a 
hyperglobulinemia. It must not be forgotten, however, 
that an actual protein deficiency may accompany these 
and many other diseases. 

The ordinary tests for serum plasma proteins measure 
only the concentration in the blood. Variations in blood 
volume can affect the concentration so that changes 
in total circulating protein may occur without being 
recognized by such tests. This fact, of great importance 
i1 acute changes in plasma protein accompanying hem- 
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orrhage, shock and some other conditions, is often lost 
sight of in the slower changes of nutritional protein 
deficiency. There is some reason to believe, however, 
that with a nutritional protein deficiency there may 
be in the early stages a significant reduction in blood 
volume and a decrease in total circulating blood protein. 
Evans “ recently found a reduction in plasma volume 
in 30 per cent of a group of general hospital patients; 
these patients had lower than normal values for total 
serum protein and for serum albumin when calculations 
were made per kilogram of body weight, though the 
concentration of serum protein was normal except in 
a few instances. 

Such a decrease in circulating blood protein could be 
considered an atrophy of the plasma, an atrophy such 
as occurs in the muscles and certain parenchymatous 
organs in protein deficiency. This reduction in blood 
volume might be the cause of some of the symptoms 
observed in these patients. Later the changes in blood 
volume are modified by the edema. As yet, however, 
the occurrence and clinical significance of such a pos- 
sible decrease in blood volume is undetermined. If 
it occurs, it is apparent that a determination of blood 
volume as well as the concentration of serum protein 
will be necessary for the early diagnosis of protein 
deficiency. 

Decrease in the serum protein concentration and 
particularly the relation of such a decrease ‘to the edema 
may be determined by a measurement of the osmotic 
(oncotic) pressure of the serum or plasma. However, 
methods which are not well suited to clinical use such as 
this test are not commonly used. it is often useful, 
however, to calculate the osmotic pressure of the plasma 
(or serum), particularly in relation to the occurrence 
(or nonoccurrence) of edema and especially because of 
the greater effect of albumin than globulin on osmotic 
pressure. This can be done with formulas and nomo- 
grams such as those of Wells, Youmans and Miller.'” 

As yet no suitable and reliable laboratory methods 
exist for the detection of specific amino acid deficiency. 

The physician thus has recourse to a number of 
procedures for determining the nutritional status with 
respect to protein sufficiency. The dietary history is 
all important. The significance of the protein content, 
quality and utilization, as well as other factors of the 
diet, should be considered. Dependent ‘edema of a 
constant or transitory nature is usually the first clinical 
sign, and other findings of pallor, aaemia and weakness 
sometimes appear later as associated abnormalities. 
Determination of the plasma or serum protein concen- 
tration is the most generally useful clinical test for 
the demonstration of protein deficiency. The results 
of this test should be scrutinized carefully when protein 
deficiency is suspected, however, because of the signifi- 
cance in ambulatory subjects of values only slightly 
below the lower level of normal. A knowledge of the 
actual values of serum albumin and globulin is of more 
importance than the albumin-globulin ratio. When pos- 
sible the blood volume should be measured, since this 
may be reduced and obscure the changes occurring in 
the total content of body protein. The use of all diag- 
nostic means at hand is often necessary to demonstrate 
the existence of early deficiency or suboptimal states 
of protein nutrition. 





11. Personal communication to the author. 

12. Wells, H. S.; Youmans, J. B., and Miller, D. G.: A Formula and 
Nomogram for the Estimation of the Osmotic Pressure of Colloids from 
the Albumin and Total Protein Concentration of Human Blood Sera, 
J. Clin. Investigation 12: 1103, 1933. 
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GAMMA GLOBULINS 

The war caused an increased demand for blood and 
blood substitutes to combat battle wounds and shock. 
At first whole blood, because of its instability and type 
characteristics, did not seem to meet the requirements 
necessary for most efficient military application. Dried 
plasma was* evolved; a purified concentrated solution 
of the albumin fraction of plasma was developed by 
Cohn * and his co-workers. Blood plasma was frac- 
tionated into several purified components by physico- 
chemical means. Plasma proteins consist of two albu- 
mins and three globulins—alpha, beta and gamma—in 
addition to fractions contributing to blood coagulation 
and blood typing. The albumins are the proteins which 
are responsible for the maintenance of plasma volume 
and thus are important in the treatment of shock, 
hypoproteinemia and edema. Of the globulins, the 
gamma fraction is concerned with the phenomenon of 
immunity, for in this fraction of normal and convales- 
cent plasma are found the substances which give high 
antibody titer. 

The albumins are formed in the liver, but until 
recently the origin of the globulins remained uncer- 
tain. Dougherty, Chase and White? have discovered 
that antibodies are found in the lymphocytes and believe 
that the lymphoid tissue is the site of antibody forma- 
tion. Many attempts have been made to separate the 
antibody portion of the plasma from the gamma glob- 
ulins, but all have proved unsuccessful. Kass * has 
shown that the antibodies are specific modifications cf 
the gamma globulins and that these occur in the lympho- 
cytes, with the antigen serving as the stimulus for the 
modification of the gamma globulin. Thus it appears 
that the gamma globulins are formed in the lymphoid 
tissue. 

The administration of either the adrenotropic hor- 
mone or the adrenal cortex steroids causes an increase 
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in the amount of total protein of the blood. In the 
case of the rabbit it was found that this increase js 
due almost entirely to globulins. By electrophoretic 
means the protein present in lysed rabbit lymphocytes 
has been found identical to the gamma globulins of 
the plasma. White and Dougherty‘ believe that the 
pituitary-adrenal mechanism is the normal means of 
controlling the release of serum globulin from the 
reticuloendothelial cells. 


As a result of the foregoing observations the origin 
of the plasma proteins has now been further elucidated. 
The albumins are known to be formed in the liver; 
various degrees of liver damage cause a reduction of 
the plasma albumin. The globulins are now believed 
to originate in the lymphoid tissue, and it is believed 
that the gamma globulins may there be modified to 
give rise to the various antibodies. The role of gamma 
globulins in medical practice promises to be increas- 
ingly important, depending on the isolation and pro- 
duction of purified preparations. 





FLIES, FOOD AND POLIOMYELITIS 

Sabin and Ward,’ in a study of the natural history 
of human poliomyelitis, published in 1941, demonstrated 
that the human alimentary tract, from the mouth and 
pharynx to the colon, may be a port of entry for the 
virus to the body and particularly to the central nervous 
system. Their work was ‘soon confirmed. The virus 
has also been found in human stools,? in sewage * and 
in flies. These results, repeatedly verified by various 
laboratory, investigators, have led to renewed studies cf 
the transmission of the virus by flies from human stools 
or sewage to an uninfected person. Ward, Melnick 
and Horstmann * have now supplied direct evidence that 
fecal material, sewage or contact with flies by the 
individual, his food or fomites may actually constitute a 
link in the chain of infection with poliomyelitis. 

Evidence with regard to the transmission by food 
must include proof that food merely exposed to flies 
in an epidemic area is infective when ingested. Such 
proof was obtained when food was exposed in several 
epidemic areas in the summer of 1944 in contact with 
flies in and about homes where poliomyelitis had devel- 
oped within a week. The food and fly bait, exposed for 
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twelve and twenty-four hours, was fed to chimpanzees, 
care being taken to prevent cross contamination. Of 
the 2 animals used, neither, at any time, showed evi- 
dence of paralytic poliomyelitis but both showed virus 
in their stools. This virus caused typical poliomyelitis 
lesions in the cord and medulla of test monkeys. The 
virus was passed from 2 monkeys to 2 additional 
monkeys. The chimpanzees eliminated virus for one 
or two months. Neither had shown virus in the stools 
prior to eating the test food. 

These experiments indicate that food exposed to flies 
at the homes of poliomyelitis patients in an epidemic 
area May acquire a quantity of poliomyelitis virus’ suff- 
cient to produce in chimpanzees, by oral administration, 
a nonparalytic infection or asymptomatic carrier state. 
Ward and his associates believe that their conclusions 
may serve as additional evidence to support a working 
hypothesis which may be tentatively adopted to guide 
further investigations along similar lines. The: next 
step might well be a control experimental study’ on 
the effect of reducing the number of flies during epi- 
demics of poliomyelitis. As the evidence already 
accumulated this year indicates that poliomyelitis may 
be as widespread as in 1944, such a study might be 
carried out this summer. The efficiency of DDT in 
controlling flies may demand its use on a large scale 
when an epidemic of infantile paralysis threatens. 





A NEW VECTOR FOR EQUINE 
ENCEPHALOMYELITIS 

In a survey for the presence of type specific anti- 
bodies in the human and animal populations of the 
St. Louis area, Margaret Smith and her associates * of 
Washington University School of Medicine learned that 
few persons who had come info St. Louis County since 
the 1937 epidemic of encephalitis showed neutralizing 
antibodies specific for this virus. A large percentage 
of the local domestic fowls approximately 1 year of 
age, however, were carriers of this specific antibody. 
This led to the belief that some insect vector that does 
not bité man was mainly responsible for the spread of 
St. Louis encephalitis virus among domestic fowls. 


Blattner * had shown that certain ticks (Dermacentor 
variabilis) become infected with this virus and transmit 
it by bite to susceptible animals. Infected ticks transmit 
the virus to their offspring for innumerable generations. 
Smith therefore turned her attention to the common 
chick mite, which belongs to the same order of Arach- 
nida as the tick, Mites were collected from coops in 
which there were 2 or more chickens whose serums 
contained specific neutralizing antibodies for the St. 
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Louis virus. The mites were stored in test tubes for 
seven to thirty days without feeding. At the end of 
this time 60 mites were triturated in an agate mortar 
in tryptose broth, and 0.1 cc. of the supernatant fluid 
was inoculated intraperitoneally into 11 to 19 day old 
Swiss mice. 

Several members of each inoculated group developed 
typical symptoms of encephalitis. The bacteriologically 
sterile brains of these mice were used for the inocula- 
tion of other mice. Neutralization tests with specific 
antiserums showed that the virus thus propagated is 
qualitatively identical with the standard laboratory 
strain of St. Louis encephalitis virus originally isolated 
from a human case. Assuming that hereditary trans- 
nission of the virus takes place in infected mites, Smith 
concluded that infected mites may well account for the 
permanence .of the viral infection of domestic fowls 
in the St. Louis area. Sporadic human cases were 
presumably due to an occasional mosquito borne infec- 
tion from these infected domestic fowls. 


Adopting a similar technic, Sulkin* of the Depart- 
ment of Bacteriology, Southwestern Medical College, 
collected chicken mites (Dermanyssus gallinae), fow! 
ticks (Argus persicus) and serums from barnyard fowls 
in nine ranches and farms in Dallas County, the center 
of the 1944 epidemic of equine encephalomyelitis. The 
mites and ticks were kept in test tubes for several 
days without feeding and then used for inoculation of 
both mice and guinea pigs. In a typical test a pool 
of approximately 100 mites was triturated in broth in 
an agate mortar and centrifuged at 5,000 revolutions 
per minute for ten minutes. The supernatant fluid was 
inoculated intraperitoneally into 10 to 12 day old Swiss 
mice or 250 gram guinea pigs. 

All guinea pigs and half of the mice thus inoculated 
showed typical symptoms of encephalitis by the fourth 
to the fifth day. “The bacteriologically sterile brains 
of these animals were used for subsequent intracerebral 
inoculations of other animals, Filtration experiments 
and neutralization tests showed that the infectious agent 
thus transmitted was a typical Western type strain 
of equine encephalomyelitis virus. Experiments are 
now in progress to determine whether or not hereditary 
transmission of this strain takes places in infected 
chicken mites. 

Sulkin’s demonstration that chicken mites presumably 
form a permanent depot for equine encephalomyelitis 
virus in Dallas County from which hens may be directly 
infected and man and horses infected indirectly by other 
insect vectors (mosquitoes) is highly significant. Prac- 
tical measures to protect horses from this infection 
might greatly reduce the incidence of several virus 
diseases in man. 





3. Sulkin, S. Edward: Science 101: 381 (April 13) 1945. 
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Current Comment 


SENATOR WAGNER COMMENTS 
ON HIS BILL 


Under Correspondence in this issue of THE JoURNAL 
appears a letter sent by Senator Robert F. Wagner of 
New York to the Editor of THe JourNAL with the 
request that it be printed. In the letter Senator Wagner 
states unequivocally that he is opposed to state medicine 
or socialized medicine. He does not, however, state 
his definitions of state medicine and of socialized medi- 
. cine. Regardless of these definitions, physicians will 
need to be convinced that a compulsory sickness insur- 
ance system centralized in Washington, with payments 
of all funds for medical and hospital care by a central 
agency, is neither state medicine nor socialized medicine. 


IMMUNITY TO SHIGELLA 
PARADYSENTERIAE 


The prophylactic immunization of man against bacil- 
lary dysentery has proved to be a difficult problem. 
At the Rockefeller Institute for Medical Research 19 
healthy volunteers were divided into three groups, each 
of which received stated doses of a specific antigen or 
polysaccharide isolated from an acetone killed culture 
of a strain of Shigella paradysenteriae (Flexner) type 
V obtained from the collection of the Army Medical 
Center. According to Perlman,’ all the volunteers 
developed a local reaction following the administration 
of the antigen. The reaction consisted of erythema, 
swelling and tenderness, which appeared in about four 
hours, reached a maximum in eighteen hours and com- 
pletely subsided in thirty-six hours. The maximum 
response as measured in terms of agglutinins occurred 
two to three weeks after the last injection. The serum 
of each volunteer was tested also for agglutinins against 
the heterologous types of Flexner organisms. The results 
indicated that the antiserum evoked by the type V 
specific antigen agglutinates not only the homologous 
organisms but those of heterologous strains as well. 
The results indicate that the pooled serum of the immu- 
nized subjects possesses a tenfold increase in mouse 
protective antibodies for the homologous strain. The 
capacity of pooled serums to protect mice against infec- 
tion with the heterologous organisms was likewise 
determined. This indicated a twofold increase in heter- 
ologous type Z mouse protective antibodies in the 
serums of the imoculated individuals. The agglutinin 
titer of the immunized persons fell moderately after a 
period of six months, but a good response was obtained 
with a small recall dose of antigen. Two of a group of 
10 subjects inoculated with the specific polysaccharide 
obtained from type V organisms developed increased 
bacterial agglutinins. The possibility of developing a 
more active preparation of nontoxic nature for use in 
immunizing human beings to bacterial dysentery seems 
to be approaching. 








1. Perlman, Ely; Binkley, Francis, and Goebel, Walther F.: Studies 
on the Flexner Group of Dysentery Bacilli: III. Antibody Response in 
Man Following the Administration of the Specific Antigen of Type V 
Shigella Paradysenteriae (Flexner), J. Exper. Med. 81: 349 (April) 
1945. 


COMMENT J. AM A. 


TOLERANCE TO HEAT AND HUMIDITY 
AFTER ACCLIMATIZATION 


Recent experience and recent experimental studies 
have thrown considerable light on the ability of the 
human body to work in hot dry or hot humid climates. 
Eichna and his colleagues * report an: interesting study 
based on 13 volunteer white men who were subjected 
to varied environmental temperatures and humidity 
after acclimatization to dry and humid heat. The 13 
men worked simultaneously, marching in single file 
around a 77 foot track at 3 miles per hour. Each man 
carried a 20 pound pack. This work rate was previ- 
ously determined to amount to a total energy expendi- 
ture of 250 to 300 calories per hour. The standard 
work consisted of four hours of continuous marching 
without rest and without leaving the hot environment. 
At hourly intervals the men halted and stood for two 
to three minutes while their heart rates, rectal -tem- 
peratures and respiratory rates were determined. In 
the more severe environments the men first worked for 
two hours in the morning and two hours in the after- 


noon before attempting the standard four hours of con- 


tinuous effort. Records were kept of the symptoms, 
complaints and general appearance of the men during 
work. While in the hot environment all water drunk, 
urine voided and gastric contents vomited were care- 
fully measured and recorded. The skin temperatures of 
six areas of the body were determined with a radiometer 
immediately on completion of the work. Whenever dis- 
ability forced a man to discontinue marching before the 
standard time, the final observations were made imme- 
diately and the time was recorded. The conclusions 
drawn from these studies apply only to upper environ- 
mental limits determined under the conditions of the 
study and for environments in which the dry bulb tem- 
perature ranges between 93 and 121 F. and the wet 
bulb temperature between 90 and 96 F. At the upper 
environmental limits a narrow range of wet bulb tem- 
perature, 4 to 5 degrees’ F., separates environments in 
which work is relatively easy from those in which work 
is impossible. When the wet bulb temperature is below 
91 F. men work easily and efficiently and suffer only 
mild physiologic changes. Between 91 and 94 F. wet 
bulb temperatures, prolonged: moderately hard work is 
possible but efficiency is lost and the men work with 
difficulty, lose vigor and alertness and suffer undesir- 
able physiologic effects. Total disability occurs in most 
men from moderately hard work at wet bulb tempera- 
tures of 94 F. and higher. Men who work longer than 
one hour at these temperatures show greatly decreased 
tolerance. At a dry bulb temperature. of 120 F. sweat- 
ing is extremely profuse, in most men averaging 2 to 
3 liters per hour. This is considered the upper environ- 
mental limit for the dry bulb temperature. Above the 
upper environmental limits stated, acclimatized men 
develop severe physiologic changes and undesirable, 
frequently disabling symptoms similar to those sustained 
by unacclimatized men when first working in the heat. 





1. Eichna, Ludwig, W., and others: The Upper Limits of Environ- 
mental Heat and Humidity Tolerated by Acclimatized Men Working in 
Hot Environments, J. Indust Hyg. & Toxicol. 27:59 (March) 1945. 
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ARMY 


SURGEON GENERAL OUTLINES PER- 
SONNEL RELEASE POLICY 


Substantial releases of Army Medical Department personnel 
will not take place before the latter part of this year, Surg. Gen. 
Norman T. Kirk said in announcing a policy on discharges in 
conformity with War Department procedures. This is due to 
the fact that the peak of the Medical aeuscsine <4 dy activities 
will not be reached until fall. 

In formulating the policy, <bicibiliaiatinn was given to ‘civilian 
needs for professional medical, dental and veterinary care with- 
out weakening military needs. Other factors considered were 
the length of time necessary for personnel to complete their 
work in the Mediterranean and European theaters and return 
to the United States; replacement of Medical Department per- 
sonnel in active theaters by those who have not had overseas 
duty; necessity for the maintenance of a high standard of 
medical care; the heavy ‘load of patients in the United States; 
evacuation of the sick and wounded from Europe in the next 
ninety days, and continuing medical service in the Pacific. 

The policy applies with equal effect to Army medical officers 
assigned to the Veterans Administration and other agencies. 


It reads: Medical Corps 


(a) Officers whose services are essential to military necessity 
will not be separated from the service. 

(®) Officers above 50 years of age whose specialist qualifica- 
tions are not needed within the Army will receive a high 
preferential priority for release from active duty. 

(c) Adjusted service ratings will be utilized as a definite 
guide to determining those who are to be separated. 


Medical Administrative Corps 

(a) Officers whose services are essential to military necessity 
will not be separated. 

(b) Officers who express a desire to stay on duty shall be 
allowed to do so if vacancies exist. In the event there are more 
wishing to stay than there are vacancies, those with the highest 
efficiency index wilt be retained. 

(c) Those who wish to be released will be selected on the 
basis of adjusted service scores. 


Dental Corps 

(a) Officers whose services are essential to military necessity 
will not be separated from the service. 

(b) Officers above 50 years of age whose specialist qualifica- 
tions are not needed within the Army will. receive high prefer- 
ential priority for release from active duty. 

(c) Adjusted service ratings will be utilized as a definite wae 
in determining those who are to be separated. 


Army Nurse Corps 

(a) All nurses whose husbands have been released from active 
duty will be discharged on request when release of eabond is 
prov ed. 

(b) No officer will be separated whose services are essential. 

(c) Officers with children under 18 years of age who wish to 
be released will receive a high preferential priority for selection. 

(d) Adjusted service scores will govern other cases. 


Medical Department Dietitians and 
_ Physical Therapists 

(a) All Medical Department dietitians and Medical Depart- 
ment. physical therapists whose husbands have been released 
from active duty will be discharged on request when release of 
husband is proved. 

(b) Military necessity will govern all others. Since there is 
a shortage of these officers, it is not contemplated that others 
will be released from the service except in a. 


Veterinary Corps 
(a) Since there are insufficient officers to meet the present 
requirements, it is not contemplated that any officers will be 
released from the service. 


Sanitary Corps 

(a) Officers whose services are needed will not be separated. 

(b) Officers who express a desire to stay on duty shall be 
allowed to do so if vacancies exist. In the event there are more 
wishing to stay than there are vacancies, those with the highest 
efficiency index will be retained. 

(c) Those who wish to be released will be selected on the 
basis of adjusted service scores. « 


PENICILLIN SHORTENS CONVALES- 
CENT PERIOD 


According to a recent release from the U. S. Army General 
Hospital at Camp Pickett, Va., penicillin shortens by three to 
six months the average convalescence of American soldiers with 
limbs shattered by shrapnel or bullets in World War II. Lieut. 
Col. J. S. Norman, chief of the orthopedic service at Camp 
Pickett, stated that several million units of penicillin is admin- 
istered during every twenty-four hour cycle to from 300 to 500 
soldier patients. In many cases the penicillin treatment had 
begun immediately after a soldier was carried from the battle- 
field. From then on, at base hospitals overseas and on through 
treatment of the soldiers at army general hospitals in the United 
States, expert administering of penicillin continues. Almost 
without exception, infection is vanquished. Thus, surgery to 
mend shattered bones is rendered much easier and final healing 
itself is expedited. 

Colonel Norman also stressed the improvement of other tech- 
nics concerning treatment of smashed bones. In addition to 
the steady advance of hospital science as a whole picture, he 
pointed out that rapid development of traction devices and 
scientifically designed orthopedic braces play indispensable roles 
in the knitting back to normal of our fighting men’s shattered 
limbs. 


ARMY ENROLLS FULL QUOTA OF 

OCCUPATIONAL THERAPISTS 
Mrs. W. C. Kahmann, chief of the Occupational Therapy 
Branch of the Army Medical Department, recently announced 
that occupational therapists’ emergency training courses will be 
terminated as soon as those courses scheduled for June and 
July have been completed. The courses were initiated last July 
to overcome a serious shortage of occupational therapists in 
army hospitals. The full quota of students has now been 
enrolled, and no further application will be considered. Under 
this emergency training program 700 college women were 
enrolled and on completion of their schooling will assist in the 

reconditioning of army sick and wounded soldiers. 


CAPTURE LARGEST NAZI MEDICAL 
SUPPLY DEPOT 


In a recent release from the Office of the Surgeon General, 
it was stated that Germany’s largest military medical supply 
depot at Ihringhausen fell into American hands recently when 
the 80th Infantry Division captured Kassel. According to the 
division surgeon, Lieut. Col. Harold J. Hallock, Winamac, Ind., 
it contained $100,000 worth of new surgical instruments of 
excellent quality, vast stores of pharmaceutical supplies and 
complete facilities for the production of pills, medical capsules, 
vials and precision instruments. Nearly 4,200 gallens of wood 
alcohol was found buried there. 
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The first army medical officer to enter the depot, Capt. Henry 
J. Meyer, Minneapolis, said that in strict observance of the 
Geneva Convention the German medical personnel left the plant 
and all medical supplies undamaged. All bacteriologic cultures 
and disease inoculated animals in the adjoining experimental 
laboratories had been destroyed prior to capture. 

The plant and supplies will be used by the Army Medical 
Department to ease the drain on our own supplies by captured 
German military and civilian hospitals. 


BRITISH GRATEFUL FOR 
“DEVOTED CARE” 

Surg. Gen. Norman T. Kirk has received a copy of a formal 
letter of appreciation written by Lieut. Gen. G. N. MacReady 
of the British Joint Staff Mission on the liberation of British 
prisoners of war in the Philippines. Gen. Sir Ronald S. Adam, 
Adjutant General to the forces, is quoted in the letter as stat- 
ing that all British prisoners liberated from Cabanatuan and 
Bilibid “speak in glowing tegms of the devoted care given to 
them by American troops after their release, as well as of the 
excellent administrative and medical arrangements made in the 
Southwest Pacific area and in the United States for their home- 
coming.” The letter conveys “the deep appreciation and warm 
thanks” of the British Army Council to all concerned. 


ARMY AWARDS AND COMMENDATIONS 


Captain Logan B. Hull 

Capt. Logan B. Hull, formerly of Altoona, Pa., was recently 
awarded a special commendation for the magnificent way he 
and medical units under his command performed their duties 
handling heavy American casualties in September and October 
near Andelst, Holland. The citation read “It is recommended 
that Capt. Logan B. Hull, M. C., Capt. Samuel C. Feiler, D. C., 
Ist Lieut. Everett C. Vogt, M. A. C., the enlisted men of the 
regimental headquarters section, medical detachment, this regi- 
ment (the 506th parachute infantry) and the men attached to 
this section from the 326th medical company, be cited in orders 
or receive a letter of commendation for the prompt and efficient 
treatment and evacuation of over 700 United States and Allied 
casualties from Sept. 17, 1944 to Oct. 11, 1944 Over 200 of 
these casualties were treated between Oct. 5 and 7, 1945 in the 
vicinity of Andelst, Holland, during which period all personnel 
worked for over thirty-six hours without sleep and under inter- 
miittent fire, one 210 mm. shell passing through the roof of 
the aid station and exploding in the front courtyard. This 
service, though within the call of duty, was carried out so 
efficiently and faithfully throughout this period of time that the 
early recovery of many was assured and the lives of some of 
our soldiers were saved by the meritorious actions of Captain 
Hull and those under his command.” Dr. Hull graduated from 
the University of Pittsburgh School of Medicine in 1939 and 
entered the service Feb. 1, 1941. 


Lieutenant Colonel J. Roy Theriot Jr. 


The Bronze Star was recently awarded to Lieut Col. J. Roy 
Theriot Jr., formerly of Houston, Texas, for his untiring 
efforts in reducing the sickness rate and number of lost man 
hours, and improving the general health of the 8th Air Force 
Service Command. He received the Presidential Unit Citation 
when with the 95th Bomb Group before his assignment to the 
8th Air Force Service Command. Dr. Theriot graduated from 
Tulane University of Louisiana School of Medicine, New 
Orleans, in 1930 and entered the service May 14, 1942. 


Captain Merwin E. Buchwald 


The Bronze Star was recently awarded to Capt. Merwin 
E. Buchwald, formerly of Brooklyn, for heroic achievement in 
action on the Fifth Army front in northern Italy. He is 
serving with the 178th Field Artillery Battalion, attached to 
the second corps. Dr. Buchwald graduated from Duke Uni- 
versity School of Medicine, Durham, in 1941 and entered the 
service March 27, 1943. 


Captain Milton M. Sisson 


Capt. Milton M. Sisson, formerly of Greenfield, Mass., was 
recently awarded the Bronze Star for meritorious service in 
combat from May 6, 1944 to October 1944 in Italy. The citation 
accompanying the award read “On Sept. 27, 1944, Company C 
collecting station was located one mile south of Caestel del Rio, 
Italy, when the rain washed out a by-pass, blocking the route 
of evacuation to the rear. As a result, 44 casualties accumu- 
lated at the station. By his foresight Captain Sisson had a 
sufficient stock of food, dry clothes and medical supplies to care 
for the great influx of patients during the emergency. During 
the night the area was subjected to an intense enemy artillery 
barrage, scoring two direct hits on the station. Throughout 
the barrage Captain Sisson coolly made his rounds, reassuring 
the patients and comforting them to prevent panic. Captain 
Sisson showed his continuous initiative by devising a rubber 
stamp form for the supplemental medical record of the emer- 
gency medical tag. This stamp was accepted as a standard for 
all companies of the medical battalion. His inspirational leader- 
ship, calm manner, mature medical judgment and constant devo- 
tion to duty has resulted in establishing the highest ideals for 
medical service.” Dr. Sisson graduated from Tufts College 
Medical School, Boston, in 1932 and entered the service in 
October 1943. 

Major Evan L. Garrett 


The Bronze Medal and citation was recently awarded to 
Major Evan L. Garrett, formerly of Murray, Ky., “for meri- 
torious service in connection with military operations against 
an enemy of the United States from Aug. 19, 1944 to Feb. 19, 
1945. Major Garrett, chief of the surgical service, Sixth Con- 
valescent Hospital, distinguished himself by his outstanding 
performance of duty. The exceptional professional skill he 
displayed was an important contribution to the high standards 
of efficiency achieved and maintained by his organization ; his 
accomplishments and loyal, untiring devotion to duty reflect 
great credit on himself and on the military service.” Dr, 
Garrett graduated from the College of Medical Evangelists, 
Los Angeles, in 1936 and entered the service April 22, 1941. 


Captain Adrian Z. Leon 


Capt. Adrian Z. Leon, formerly of New York, was recently 
awarded the Bronze Star “for meritorious service in action 
During the period Nov. 30 to Dec. 1, 1944 in the vicinity of 
Dambache-la-Ville, France, Lieutenant Leon tirelessly and dili- 
gently treated the wounded under the most trying conditions. 
Working night and day, he taxed his professional skill to its 
utmost, enabling many of the lighter casualties to return to the 
line. Taking no heed of personal physical exhaustion, he was 
always available when conditions necessitated his presence. His 
superb ability and untiring efforts served as an inspiration to 
all.” Dr. Leon graduated from the University of Montpellier 
Faculty of Medicine, France, in 1936 and entered the service 
early in 1944, 

Major Anthony A. Nardone 

Major Anthony A. Nardone, formerly of Philadelphia, was 
recently awarded the Bronze Star for meritorious service in 
Germany from Nov. 16, 1944 to Feb. 1, 1945 in connection with 
military operations against the enemy. As regimental surgeon 
Major Nardone performed his duties in an outstanding manner. 
Because of his tireless efforts he achieved a highly efficient 
system in his detachment which contributed greatly to saving 
the lives of wounded men. His devotion to duty and consistent 
effort reflect great credit on himself and on the military service 
Dr. Nardone graduated from the University of Pennsylvania 
School of Medicine, Philadelphia, in 1929 and entered the service 
March 1, 1941. 


Lieutenant Colonel Joseph H. Clevenger 


The Bronze Star was recently presented to Lieut. Col. Joseph 
H. Clevenger, formerly of Muncie, Ind., for meritorious service 
Dr. Clevenger, who has been commanding officer in charge ot 
a field hospital, left his unit in Belgium recently because ot 
injuries and has been returned to this country for treatment. 
The field hospital of which he was in command also has been 
awarded the meritorious service unit plaque. Dr. Clevenge: 
graduated from Northwestern University Medical School, Chi- 
cago, in 1927 and entered the service Aug. 13, 1942. 
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Captain Shepard G. Aronson 
The Bronze Star was recently bestowed on Capt. Shepard G. 
\ronson, formerly of Brooklyn, “for meritorious achievement 
n connection with military operations against the enemy at 
a a Captain Aronson personally 
lirected the officers and enlisted personnel of a surgical operat- 


ing room in addition to performing surgery himself, giving life - 


saving service to liberated civilian internees, military personnel 
and Filipino guerillas at a site which was receiving enemy 
artillery fire. He continued his heroic leadership through a 
time when three shells struck the front of the building and 
numerous others fell in the adjacent frontal area. One burst 
was so close that flying glass, plaster and shell fragments 
caused casualties in the operating room. Twice, when shells 
were falling most frequently, it was suggested by the command- 
ing officer of the hospital that he temporarily seek safety, but 
Captain Aronson elected to continue. He had about ten hours’ 
rest during the five day period. Through his tireless, skilful 
and creditable behavior not only lives and limbs were saved 
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but hundreds of people were influenced with a spirit of order 
at a time and place threatened by chaos.” Dr. Aronson gradu- 
ated from Cornell University Medical College, New York, in 
1937 and entered the service Oct. 12, 1942. 


Captain Herman F. Van Ark 
The Silver Star was recently awarded to Capt. Herman F. 
Van Ark, formerly of Hartford, Wis., for gallantry in action. 
The citation was for rescuing two wounded American soldiers 
under heavy fire in France. Dr. Van Ark graduated from 
Marquette University School of Medicine, Milwaukee, in 1942 
and entered the service Feb. 22, 1943. 


Colonel Neville M. McNerney 


The Bronze Star was recently awarded to Col. Neville M 
McNerney, formerly of Cleveland Heights, Ohio. He has been 
serving as a commanding officer of a hospital center in England 
and he also acts as an inspector for a group of army hospitals. 
Dr. McNerney graduated from the Cleveland-Pulte Medical 
College in 1913 and entered the service Oct. 15, 1940. 





MISCELLANEOUS 


RED CROSS HOSPITAL PROGRAM 
NEEDS 3,000 WORKERS 


The American Red Cross needs 750 trained social workers 
at once for supervisory, administrative and staff positions in 
military hospitals, largely in the United States. The wounded 
and disabled returned to this country for further treatment need 
the skilled help of trained and experienced social workers. 
New and higher salary schedules, ranging from $170 to $350 
monthly, depending on education, experience and job assign- 
ment, have been adopted by the Red Cross, as have also annual 
increments and promotions. Quarters are provided and, if not 
available at the hospital, an additional allowance is made. Free 
uniforms are also issued. 

In addition 1,650 untrained and partially trained workers are 
needed by the Red Cross to serve in the area of social case 
work under professional guidance. Salaries range from $140 
to $200 monthly. The hospital program also calls for 600 
recreation workers at monthly salaries of $150 to $325. 

The project for which these 3,000 hospital workers are being 
recruited will continue for many years. Despite this, however, 
employment will be offered by the Red Cross to any qualified 
workers willing to serve a minimum of one year. Applications 
should be filed. at the nearest Red Cross area office: North 
Atlantic Area, 300 Fourth Avenue, New York 10; Eastern 
Area, 615 N. St. Asaph Street, Alexandria, Va.; Southeastern 
Area, 230 Spring Street N.W., Atlanta 3, Ga.; Midwest Area, 
1709 Washington, Avenue, St. Louis 3, and Pacific Area, Civic 
Auditorium, Larkin and Greve streets, San Francisco 1. 


WARTIME GRADUATE MEDICAL MEETINGS 
The following subjects and speakers for Wartime Graduate 
Medical Meetings have just been announced: 


California 


Station Hospital, Chico Army Air Field: The Pneumonias, 
Dr. Henry D. Brainerd, June 24. 

Station Hospital, Stockton Army Air Base: Experiences with 
Infectious Diseases in Army Camps in England, Dr. Gordon E. 
Hein, June 27. 

Birmingham General Hospital, Van Nuys: Observations on 
the Management of Burns and Their Plastic Repair, Capt. 
Harold L. D. Kirkham, June 27. 

A. A. F. Regional Hospital, March Field, Riverside: Peri- 
toneoscopy, Capt. John Ruddock, June 19. 

U. S. Naval Hospital, Long Beach: Pathogenesis of Rheu- 
matic Fever, Lieut. Comdr. Robert W. Huntington Jr., June 20. 

U. S. Naval Hospital, Corona: Surgical Conditions of the 
Liver and Its Ducts, Capt. E. E. Larson, June 28. 

Station Hospital, Camp Cook, Lompoc: Cardiac Pain, Capt. 
Arthur Twiss, June 20. 

Hoff General Hospital, Santa Barbara: Cardiac Pain, Capt. 
\rthur Twiss, June 20. 


A. A. F. Regional and Convalescent Hospital, Santa Ana 
Army Air Base; Differential Diagnosis of Hysterias, Dr. John 
Neilson, June 19. 

U. S. Naval Hospital, Santa Margarita Ranch, Oceanside : 
Injuries of the Ureter, Lieut. Comdr. C. P. Rusche, June 14; 
Selection of Proper Agent and Method in War Surgery, Lieut. 
L. E. Trotter, June 28. , 
. Indiana 

Billings General Hospital, Fort Benjamin Harrison: Psycho- 
somatic Medicine, Dr. David Slight, June 13; Wound Healing 
and Tendon Surgery, Dr. Sumner Koch and Lieut. Col. Preston, 
June 20; Mental Hygiene and the Prevention of Neuroses in 
War, Col. William J. Bleckwenn, June 27. 

Wakeman General Hospital, Camp Atterbury: Mental 
Hygiene and the Prevention of Neuroses in War, Col. William 
J. Bleckwenn, June 13; Thrombosis, Thrombophlebitis and 
Anticoagulants in Less Common Peripheral Vascular Diseases, 
Major Reed and Dr. Robert McVandivier, June 20; Peptic 
Ulcer, Gallbladder and Liver Diseases, Drs. Lester Dragstedt 
and W. D. Gatch, June 27. 


HOSPITALS NEEDING INTERNS 
AND RESIDENTS 


The following hospitals have indicated to the Council on 
Medical Education and Hospitals that they have not completed 
their house staff quota allotted by the Procurement and Assign- 
ment Service: 


(Continuation of list in Tue Journat, May 26, page 295) 


ILLINOIS 
Lutheran Deaconess Home and Hospital, Chicago. Capacity, 218; 
admissions, 6,265. Mr. E. E. Hanson, Superintendent (2 interns, 
October 1). 
MICHIGAN 


City of Detroit Receiving Hospital, Detroit. Capacity, 640; admissions, 
17,540. Dr. R. R. Piper, Medical Superintendent (assistant resident 
—otolaryngology, July 1). 

MISSOURI 

Alexian Brothers Hospital, St. Louis. Capacity, 176; admissions, 2,163. 
Brother Athanasius, R.N., Superintendent (resident—mixed service, 
July 1). 

Christian Hospital, St. Louis. Capacity, 135; admissions, 2,925. Miss 
Mildred Morris, R.N., Superintendent (interns). 


NEW YORK 
Goldwater Memorial Hospital, New York City. Capacity, 1,660; 
admissions, 1,676. Dr. C. G. Scherf, Medical Superintendent 
(6 interns, July 1). 
Lincoln Hospital, New York City. Capacity, 469; admissions, 9,546. 


Dr. Herman E, Bauer, Medical Superintendent (resident—medicine, 
assistant resident—medicine, July 1). 


St. Agnes Hospital, White Plains. Capacity, 177; admissions, 2,695. 
Sister M. Madeline, R.N., Superintendent (interns). 
SOUTH CAROLINA 


Greenville General Hospital, Greenville. Capacity, 355; admissions, 
8,515. Mr. J. B. Norman, Superintendent (interns). 
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Washington Letter 


(From a Special Correspondent) 
June 4, 1945. 


Congress Favors Bill to Create Veterans 
Medical Department 


Both sides of the House are favorably disposed toward the 
proposed Veterans Administration reorganization which would 
establish a bureau of medicine and surgery within the agency, 
having independent status similar to the Army and Navy Med- 
ical Corps. In fact, both Republicans and Democrats claim 
credit for the idea. Democratic Representative Rankin, who 
introduced a bill which Representative Rogers, Republican of 
Massachusetts, said she “had been working on for months,” 
said the measure would give the Veterans Administration power 
to replace “undesirable” members of its present medical and 
nursing staffs. 

Veterans Administrator Hines has submitted for approval of 
the Federal Board of Hospitalization what he describes as 
“the greatest hospital construction program ever undertaken by 
the administration.” He said that it contemplates either con- 


struction of or additions to seventy-three facilities located - 


all parts of the United States and will provide 26,772 beds, 

which 15,333 are for general medical and surgical, 2,413 . 
tuberculous and 8,137 for neuropsychiatric patients, and the 
other 889 for domiciliary members. The cost of the program is 
estimated at $180,000,000. In addition to the new beds already 
provided, General Hines said that the Veterans Administration 
is now constructing new facilities or additions to existing facili- 
ties that will provide 13,525 beds. Other construction being 
developed will provide 16,442 more. He explains that plans are 
already launched to provide a total of 133,075 hospital beds, 
which compares with 61,845 at the time of Pearl Harbor. Of 
these projected beds 90,073 will be ready for occupancy this 
year and 105,762 will be completed in 1946. These figures do 
not include the 14,079 domiciliary beds in existence at present. 


Chemical Manufacturers Standardize Labeling 

The Manufacturing Chemists Association announces that the 
“first comprehensive effort” to systematize and standardize the 
labeling of hazardous chemicals has been completed after a 
year’s work and results are being published. A manual titled 
“A Guide for the Preparation of Warning Labels for Hazardous 
Chemicals” has been prepared by a special labels and precau- 
tionary information committee of the association. The principal 
objective is to discourage dependence on code labels which 
leave the user with no information about the product. The 
manual outlines the principles that should govern preparation of 
precautionary labels, with emphasis on protecting the users, 
handlers, repackers, jobbers and distributors of chemical pro- 
ductions and others who may be less familiar with them than 
the manufacturers. Basic considerations in preparation of 
precautionary labels are regarded as (1) determination of 
hazards present in the particular chemical, (2) selection of 
appropriate statements for each hazard and (3) arrangements 
of statements in order of emphasis desired. 


Labor Secretary Perkins to Testify Before 
Committee 

Secretary of Labor Frances M. Perkins will testify June 6 
before the House subcommittee investigating aid to’ the physi- 
cally handicapped in what will be one of her last official 
appearances on Capitol Hill before she resigns July 1 to be 
succeeded by Judge Schwellenbach. Secretary Perkins will 
describe the accident program sponsored by the Bureau of 
Labor Standards. Chairman Augustine B. Kelley, Democrat 
of Pennsylvania, has asked her for recommendations which 
might be followed by the government to reduce accidents in 
industry. 


Scheduled also to testify are William H. Ivey and Lewis E. 
McBrayne of the National Committee for the Conservation 
of Manpower in Industry. To be heard June 7 are John W. 
Gibson, president of the Michigan C. I. O. Council and former 
Michigan state commissioner of labor, J. A. Haller of the 
Maryland State Industrial Accident Commission and Fred CC. 
Thomas, director of the District of Columbia Industral Safety 
Division. 


Criticism of Navy Promotions by Civilian Dentists 


Navy dental officers have “no chance for advancement,” 
charged Dr. Sterling V. Mead, president of the American 
Dental Associgtion, in testimony before the Senate Naval Affairs 
Committee, on a bill to separate the Navy medical and dental 
departments. Vice Admiral Ross T. McIntire, head of the 
departments and formerly personal physician to President 
Roosevelt, Has opposed the bill, declaring that to separate the 
two departments would lessen morale and affect medical atten- 
tion to personnel aboard a ship. The dental officials pointed 
out that the highest rank a dental officer in the fleet or the 
Marine Corps field service can get is lieutenant commander. 
Dental officials accuse the Navy of resorting to “reprisals and 
insincerity” in treatment of dental officers and personnel. 


Extension of Policy on Providing Prosthetic 
Appliances 


Veterans Administrator Hines has announced in a letter to 
all agency stations that the policy has been extended on 
provision of supplementary or emergency limbs to include 
braces and other types of prosthetic appliances. How many 
veterans will be affected cannot now be estimated. The Army 
alone has reported 8,470 leg amputations and 2,530 arm 
amputations. The Navy has not issued comparative figures. 
The number of veterans who will require other types of 
prostheses or artificial limbs is said to be entirely “problematic.” 


Appeal Opposed in Vitamin D Patent Suits 


Claiming a misleading presentation of facts, Vitamin Tech- 
nologists, Inc., of Los Angeles, has opposed the appeal of the 
Wisconsin Alumni Research Foundation for a Supreme Court 
hearing of the suit. The vitamin corporation, in a briéf urging 
the court to refuse to hear the case, complained that the 
foundation had raised questions pertaining to a mistise of the 
patents which could not be presented “because the Ninth 
Circuit Court of Appeals does not base its decision on that 
ground.” Patents cover the use of vitamin D in the treatment 
of rickets and are based on discoveries of Dr. Harry Steenbock, 
Wisconsin University professor, in producing vitamin D in 
foods and medicines by exposure to ultraviolet rays.! 


Election of Dr. William P. Herbst Jr., 

Dr. William P. Herbst Jr. has been chosen president-elect 
of the Medical Society of the District of Columbia, with Dr. 
Fred A. J. Geier first vice president, Dr. Dorothy S. Jaeger 
second vice president, Dr. William M. Ballinger member of 
executive board, Dr. Coursen B. Conklin delegate to the 
American Medical Association, Dr. Arch L. Riddick alternate 
and Dr. Harry F. Dowling member of the board of censors. 
Dr. William Earl Clark, who was named president-elect last 
year, will take over as president of the society on July 1. 

Lieut. Col. James N. Greear Jr., this year’s president, was 
ordered overseas several months ago, and on his departure Dr. 
William N. Ballinger was appointed acting president and will 
serve until Dr. Clark is installed. The board of censors has 
recommended to the society “the desirability of amending the 
society’s constitution and by-laws so that applicants will be 
accepted for a probationary period of one year and be elected 
by the excutive board rather than by the society's member- 
ship. Reasons are that (1) it is difficult to determine in 
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idvance the desirability of a physician as a member and (2) 
nly a few members take an active part in the election of new 
members. 

Well received was the address by Dr. Joseph S. Lawrence, 
executive director of the Council on Medical Service and 
Public Relations, head of the Council’s Washington office, who 
liscussed “Public Opinion will Determine Medicine’s Future.” 

Secretary Theodore Wiprud, secretary of the society, 
reported a steady increase in membership from 1,118 in 1941 
to 1,225 in 1945. 


Meeting of Regional Civil Service Commission Doctors 

The responsibility of the Civil Service Commission in the 
medical field was explained when chiefs of regional medical 
divisions met here. Placement of the physically handicapped and 
problems relating to various regions were discussed. Speakers 
included Dr. ,Schoul Levison, Boston; Dr. Maurice Klein, 
Cincinnati; Dr. Frank Patterson, St. Louis; Dr. F. J. Fan- 
ning, Seattle, and Dr. Francis Quinn, San Francisco. 


One Adult in Seven Dies of Cancer, Dr. Adair States 

Guests at a luncheon of the District of Columbia cancer 
campaign included members of scientific, legislative, business 
and welfare groups of Washington. Dr. Frank Adair explained 
that the present United States cancer mortality rate is so high 
that one adult in seven can expect to die of the disease. 


Capital Notes 
The Senate passed and sent to the House a bill amending the 
District of Columbia code so that either before trial or after 
conviction a defendant in a criminal case may be sent by judges 
of the local courts to Gallinger Municipal Hospital for mental 
examination. 





Employee preventive health services made possible the 
employment of persons with diabetes, hitherto lost to industry, 
in air line “ground positions” during the manpower shortage, 
Dr. L. G. Lederer, medical director of Pennsylvania-Central 
Airlines, states. 





Long the medical guardians of the late President Roosevelt, 
Bethesda civilian and naval personnel are wondering whether 
President Truman, as an Army man, will go to Walter Reed 
hospital if he needs medical attention. 





The Navy needs 4,000 additional reserve officers in its Medi- 
cal Corps, and physicians who are interested should get in 
touch either with the Naval Officer Procurement Branch in 
Washington or with their local procurement and assignment 
service. 





Need. to coordinate Washington’s psychiatric diagnostic 
services with other community public services was stressed 
at meetings of the Committee on National Conference of 
Social Work. 





The District commissioners were asked to lend support to 
construction of a $557,000 home in the country for rehabilitation 
of Washington alcoholic addicts. 





Dr. Janvier W. Lindsay, aged 64, was none the worse 
after the experience of being kidnapped by three men while 
hurrying to the bedside of a young patient with life saving 
plasma. He is pathologist and staff physician at the Episcopal 
Eye, Ear, Nose and Throat Hospital. 





Six tons of protein hydrolysates, the largest consignment of 
drugs ever to leave this country, was shipped to a Dutch port 
to help save the lives of thousands of starving Hollanders. 





Infantile paralysis is increasing in New England and in the 
Middle and South Atlantic states this year, but only 2 cases 
have been -reported in Washington this year, according to Dr. 
iomes E. Cumming, chief of the Bureau of Communicable 
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Bureau of Information 





COMPLETE REPORTS FROM ARIZONA, 
LOUISIANA, NEVADA, WISCONSIN 
AND THE DISTRICT OF 
COLUMBIA 

Completed county summary sheets have been received from 
Dr. Frank J. Milloy, Dr. P. T. Talbot, Dr. M. J. Thorpe and 
Mr. C. H. Crownhart, secretaries of the State Medical Societies 
of Arizona, Louisiana, Nevada and Wisconsin respectively and 
from Mr. Theodore Wiprud, secretary of the Medical Society 
of the District of Columbia. 








Arizona 
Persons Persons 
Physi- per per 
Principal Popula- cians Physi- Tele- 
County ? Cities * tion Under 65 cian phone 3 
FO eee Te 23,345 4 5,836 178 
OR 0. kckiiceetteastertiss 18,049 2 9,025 Pa} 
Wemeted.:......< 5,080 
Williams.......... 2,622 
Navajo........ sa edisacereceesys 28,521 4 7,130 39 
. A ere 4,577 
een Gs fa iksesicschccéicds 8,357 8 1,045 17 
a 5,135 
pT ee oer ee Ce 34,987 5 6,997 32 
ESA. 5,325 
Louisiana 
ROVE dati dudtascbwvile<isd 34,289 7 4,898 67 
Pere 3,575 
kn tet unaensacscd ican 12,252 2 6,126 161 
ET OTR EER tes 25,803 6 4, 43 
Mansfield......... 4,065 - 
QUEUE, As teccerrdacarrstese 545,041 432 1,262 6 
New Orleans...... 494,537 ; 
ee ees ree 35,334 7 5,048 30 
BO Fins cadaves 9,052 
Nevada 
GON sis 5 i. adtevenck iaedee<oes cin 36,508 14 2,608 48 
Las Vegas........ 8,422 
I Re ee eee 1,603 2 802 5 
BD vctedmanthobbnaseceessecess 9,722 6 1,620 14 
) | SS ee 4,004 
GY A eet ered & 4,317 2 2,158 12 
iss opty <4akadeh sce cese<+i van 4,693 2 2,346 26 
Wisconsin 
COE oo nc ciskosscthetnssncs 15,148 9 1,683 8 
Prairie du Chien.. 4,622 
DORI. oobi Veskcdidecccbdet ein 45,772: 19 2,409 =. 8 
ee 35,136 
aR WEB iii snk ccncnsnccinnsess 62,861 28 2,245 8 
Manitowoe....... 24,404 é : 
Two Rivers....... 0, 
pT EP ae he PEN 31,145 15 2,076 13 
Marinette......... 14,183 
Weiss ic cngd sak deoheiee dhas 41,789 18 2,322 6 
Wisconsin Rapids 11,416 
Marshfield........ 10,359 
District of Columbia 
District of  ...0.ccccessvesesee 816,982 794 1,029 6 
Columbia WasS8hington...... 816,982 





1. Bureau of Census, estimated population 1943. 
2. Bureau of Census, population 1940, 
3. Based on 1940 figures, American Telephone and Telegraph Company. 


The accompanying table gives data from counties in each of 
these states. The column giving the number of persons per 
telephone is used as one index of the economic status of the 
area. Many physicians over 65 years of age are carrying on 
large practices and are doing much to maintain the health of 
communities. They are not included in computing physician 
population ratio, however, as the future needs of the commu- 
nities will be largely dependent on younger physicians. 

A current knowledge of needs of communities for doctors is 
essential if adequate help is to be given veteran medical officers 
in their problems of medical practice. These needs can be 
indicated on the summary sheets under “Remarks” by the state 
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and county secretaries and are then available to inquiring medi- 
cal officers. Frequent reports from state and county medical 
societies about needs of communities for doctors will help main- 
tain current files and will increase the service of the Bureau. 

With the information available on a completely filled out 
summary sheet, it is readily possible for an interested medical 
officer to make an initial selection of areas in which he might 
like to practice. Since vacancies are held open in many com- 
munities for doctors now in military service, further investiga- 
tion by direct correspondence with state and county medical 
societies will always be necessary to insure an accurate report 
of the needs of individual communities. 





Medical Legislation 


MEDICAL BILLS IN CONGRESS 


Social Security Act 


On May 24 Senator Wagner, New York, for himself and 
Senator Murray, Montana, introduced his revised bill purporting 
to provide for the national security, health and public welfare, 
S. 1050. Representative Dingell, Michigan, introduced - the 
companion bill in the House, H. R. 3293. An analysis of a 
part of this bill was published in THe JourNaL, June 2. Other 
analyses will be published in early issues of THe JOURNAL. 

A bill introduced by Representative Stewart, Oklahoma, 
S. 1021, contemplates an amendment to the Social Security Act 
to. enable self-employed individuals to secure coverage under 
its old age and survivors’ insurance provisions. 


Veterans Administration 

Representative Rankin, Mississippi, introduced on May 25 a 
bill to establish a Department or Bureau of Medicine and Sur- 
gery in the Veterans Administration, H. R. 3310. Representa- 
tive Rogers, Massachusetts, introduced a similar bill, H. R. 
3317, and a companion bill was introduced in the Senate by 
Senator Johnson, Colorado, S. 1079. 

In addition to proposing a reorganization of the medical 
facilities of the Veterans Administration, these bills provide 
that any personnel needs of the several corps to be created in 
the Veterans Administration, including a Medical Corps, may 
be filled by assignment of selected or drafted persons and that 
commissioned, appointed or enlisted medical personnel of the 
Army or. Navy may be detailed for service with the Veterans 
Administration when such detail, in the judgment of the heads 
of the agencies concerned, or of the President, will promote 
the public interests without impairing the efficiency of the service 
or services involved. Preliminary consideration was given to 
this legislation by the House Committee on World War Vet- 
erans’ Legislation, May 29, and further consideration was post- 
poned to a later date. 

Representative Cannon, Florida, has introduced H. R. 3200 
to provide that yeterans shall not be denied care or treatment 
in Veterans Administration facilities for mental or nervous 
disorders because they have not been adjudged mentally 
incompetent. 

Another bill introduced by Representative Barry, New York, 
H. R. 3332, would eliminate financial inability to defray expenses 
of hospital treatment or domiciliary care as a condition prece- 
dent to obtaining such treatment or care in a Veterans Admin- 
istration facility. 

Two bills, S. 977, introduced by Senator Morse, Oregon, for 
himself and Senator Cordon, Oregon, and H. R. 3337, intro- 
duced by Representative Harless, Arizona, propose aid in pro- 
viding housing for veterans attending educational institutions 
under the G. I. Bill of Rights. : 

rigadier General Hines has recommended to the Federal 
Board of Hospitalization, according to newspaper accounts, a 
$180,000,000 Veterans Administration hospital building program. 


Selective Training and Service Act 


Representative Judd, Minnesota, has introduced in the House 
of Representatives H. R. 3350, a bill to authorize the release 
of persons from active military service, and the deferment of 
persons from military service, in order to aid in making possible 
the education and training of physicians and dentists to meet 
essential needs. This bill, referred tu the House Committee on 
Military Affairs, is substantially the same as the measure intro- 
duced by Senator Ellender, S. 637. 


Industrial Health 


The House Committee on Labor has reported, with amend- 
ments, the bill introduced by Representative Norton to provide 
for cooperation with state agencies administering labor laws in 
establishing and maintaining safe :-1 proper working con- 
ditions in industry and in the preparation, promulgation and 
enforcement of regulations to control industrial health hazards. 
One amendment would provide that in the operation of state 
plans the services and facilities of public health services in the 
field of industrial hygiene shall be utilized to the extent that 
such services may be made available to the labor departments 
of the several states. 


Physically Handicapped Persons 


The House Committee on the Judiciary has reported H. J. 
Res. 23 with amendments, designating the first week in October 
of each year as National Employ the Physically Handicapped 
Week. 

A bill introduced by Senator Myers, Pennsylvania, S. 987, 
seeks to prevent discrimination against blind persons and persons 
with impaired visual acuity in the administration of the civil 
service laws and rules. 

Health Education 


Representative Landis, Indiana, has introduced H. R. 3055 
to provide funds to assist the several states and territories in 
making adequate provisions, through the public schools, for 
physical education, educational health service, wider recreational 
use of school facilities and vocational guidance. This bill pro- 
poses an appropriation of $40,820,000 for each fiscal year. The 
sum of $92,000 will be allotted to each state for each Con- 
gressional district, $46,000 to be used in connection with pro- 
grams of physical education and $46,000 to be used in connection 
with programs of vocational guidance. The provisions of this 
bill will be administered on a federal, level by the United States 
Commissioner of Education. 


Miscellaneous 


The President has submitted a supplemental estimate in ‘the 
amount of $2,300,000 for use in connection with the EMIC 
program for the fiscal year ending Juftie 30 next. 

S. 1037, introduced by Senator Barkley, Kentucky, would 
provide for water pollution activities by the United States 
Public Health Service. 

A bill introduced by Senator Langer, North Dakota, S. 836, 
would authorize the appropriation of additional funds to assist 
the states and territories in promoting and financing vocational 
and other training. 

District of Columbia 


Two bills would remove the restrictions to the appointment 
of retired officers of the United States Public Health Service 
as superintendent of Gallinger Municipal Hospital in the District 
of Columbia, S. 1067, introduced by Senator Bilbo, Mississippi, 
and H. R. 3257, introduced by Representative Randolph, West 
Virginia. 

Two other bills, S. 1008, introduced by Senator Bilbo, 
Mississippi, and H. R. 3236, introduced by Representative 
McMillan, South Carolina, would enlarge the authority of the 
commissioners of the District of Columbia to make regulations 
to prevent and control the spread of communicable and pre- 
ventable diseases. 
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Official Notes 


COMMITTEE VISITS PRESIDENT TO URGE 
DEFERMENT OF PREMEDICAL 
AND MEDICAL STUDENTS 


On May 31 a committee, including Dr. Evarts Graham, St. 
Louis, Dr. Victor Johnson, Secretary, Council on Medical 
Education and Hospitals, Chicago, Dr. Harvey Stone, member 
of the Board, Procurement and Assignment Service, Baltimore, 
and Dr. Fred C. Zapffe, Secretary of the Association of Ameri- 
can Medical Colleges, Chicago, representing the Committee on 
Postwar Medical Service, called on the President of the United 
States in order to present to him a memorandum dealing with 
the supply of premedical and medical students, and physicians. 
Attention was called to the increased need of physicians by the 
civilian population, the Veterans Administration and the armed 
forces in the years to come. , Within the next year the number 
of admissions of freshmen to medical schools will be reduced 
by about 5,000 because of the- existing policies, and a cor- 
responding reductiorf in the available physicians will follow. 
A complete memorandum is being forwarded directly to the 
President at his request in order to place all of the facts before 
him. 


ELECTRICAL TRANSCRIPTIONS: 
KEEP COOL 


In the good old summertime health problems exist just as at 
other times of the year, but they are very special health prob- 
lems and many of them more nuisance than actual menace. Yet 
they do tend to spoil the vacation and detract from summer 
sports and relaxation. With this in mind the American Medi- 
cal Association through the Bureau of Health Education offers 
to county medical societies a new series of twelve transcriptions 
under the title Keep Cool: 


i. Suntan 7. Bugs 

2. Sunstroke and Heat Exhaustion 8. Poison Ivy 

3. Exercise in the Summer 9. Keeping Cool 

4. Health in Swimming 10. Hiking and Biking 
5. Water Safety ° 11. Picnic Lunch 

6. Light Summer Meals 12. Hay Fever Time 


These platters are twelve interviews with Dr. W. W. Bauer, 
interviewed by June Merrill of the staff of radio station WJJD, 
Chicago. These extremely informal conversations are recorded 
on ten minute platters, leaving four minutes and thirty seconds 
of the usual quarter hour of radio time for local use. Recom- 
mendations for such use are: 

1. That the local medical society or health department designate a 
speaker to add local “‘angles’”’ to the transcribed program. 


2. That the radio stations be requested to fill in the time with recorded 
music, 


3. That the transcription be “teamed” or bracketed with a five minute 
news summary, preferably with the news summary first followed by the 
transcription. 


As with most transcriptions made available by the American 
Medical Association, these may be borrowed without charge by 
local medical societies or reputable local agencies when the loan 
is approved by the local medical society. The only expense to 
local groups is the nominal express charge for returning the 
records. 

With the announcement of this series the Bureau of Health 
Education now offers a well rounded program of electrical 
transcriptions including Before the Doctor Comes (sixteen 
programs), Medicine Serves America (ten programs), Dodg- 
ing Contagious Diseases (twelve programs), Live and Like It 
(twelve programs dramatized), More Life for You (thirteen 
programs) and the series announced herewith. 

A separate series, Health Heroes, for use in elementary 
schools is also available but by purchase only. 

Descriptive circulars will be sent on application. Address the 
sureau of Health Education, American Medical Association, 
Chicago 10. 
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DOCTORS LOOK AHEAD 


The current series of network broadcasts by the National 
Broadcasting Company and the American Medical Association 
will terminate with the program scheduled for June 30. Plans 
for a 1946 series will be announced in Tue JourNAL when 
ready. 

Doctors Look Ahead is broadcast each Saturday at 4: 30 
p. m. Eastern War Time (3:30 p. m. Central War Time, 
2:30 p. m. Mountain War Time and 1:30 p. m. Pacific War 
Time) except in Chicago, where each week’s program as broad- 
cast on the network will be heard on the next Saturday after- 
noon at 3 o'clock Central War Time. 

The programs remaining to be broadcast are as follows: 


June 9. They Shall Hear Again: A program devoted to the needs of 
the hard of hearing and indicating new opportunities for them through 
the use of hearing aids, lip reading, medical treatment and occasionally 
surgery. Guest speaker Howard A. Carter, B.S..in M. E., Secretary of 
the American Medical Association Council on Physical Medicine. 

June 16. Home Was Never Like This: A program devoted to the 
possibilities of the American health resort or spa in the treatment of 
disease. Guest speaker Dr. Walter S. McClellan, chairman of the Ameri 
can Medical Association Committee on Health Resorts, speaking from 
New York. 

June 23. Postwar Doctor: Problems in medical education and their 
influence on the public health. Guest speaker Dr. Victor Johnson, Sec 
retary of the American Medical Association Council on Medical Education 
and Hospitals. 

June 30. Health in Schools: A program devoted to health education 
and related topics in our schools, where doctors look ahead to greater 
progress in the next decade. Speaker Dr. Charles C. Wilson, Teachers 
College, Columbia University, speaking from New York. 





Woman’s Auxiliary 


South Carolina 

Col. Howard J. Hutter, post surgeon at Camp Croft Station 
Hospital, was guest speaker at the meeting of the Woman's 
Auxiliary to the Spartanburg County Medical Society recently. 
Colonel Hutter, an army medical officer in charge of the medi- 
cal setup in the North African area, told of the work involved 
in choosing hospital sites, caring for the evacuation of the sick 
and wounded, maintaining medical supplies and establishing 
sanitation in North Africa. Stereopticon pictures of the hospital 
and supply depots in Oran and Sidi-bel-abbes were also shown. 


Texas 
The Neuces County auxiliary is compiling a list of names of 
blood donors to be made available to all physicians and hos- 
pitals in Corpus Christi as their first wartime project. The 
file will be kept at the Physicians Exchange. 


Wyoming 
The Woman’s Auxiliary to the Sweetwater County Medical 
Society was organized last December. This is the first county 
to organize itself since the state auxiliary reorganized last 
year. Sweetwater County has done exceptional work in the 
Cadet Nurse project. Twenty-eight of its young women are 
now serving in hospitals throughout the state. 





Medical Economic Abstracts 


MICHIGAN MEDICAL SERVICE 
LIBERALIZES BENEFITS 


Because of its financial experience, Michigan Medical Ser- 
vice has liberalized its benefits without increasing its rates. 
Effective April 1, the Medical Service removed the previous 
limit of $150 for surgical services provided under its schedule 
of benefits and performed at the same time or for the same con- 
dition, shortened the maternity waiting period from ten to nine 
months, removed entirely the waiting period on other obstetric 
conditions and provided for emergency surgical services for 
doctors in hospital outpatient departments. Nearly 800,000 sub- 
scribers were affected by the liberalization. 

According to Dr. R. L. Novy, Michigan Medical Service 
president, group requests for enrolment in the Medical Service 
have risen to a new peak. 


Medical News 


(PHYSICIANS WILL CONFER A FAVOR BY SENDING FOR 
THIS DEPARTMENT ITEMS OF NEWS OF MORE OR LESS 
GENERAL INTEREST: SUCH AS RELATE TO SOCIETY ACTIVI- 
TIES, NEW HOSPITALS, EDUCATION AND PUBLIC HEALTH.) 


ALABAMA 


Gift to Alabama Medical College.—The Alabama Divi- 
sion of the Field Army of the American Cancer Society has 
presented to the Medical College of Alabama a set of 100 
microscopic slides for study of cancer and other tumors. The 
slides were purchased from the Central Bureau for the Study 
of Tumors in Philadelphia. 

Allied Health Council Organized.—The Allied Health 
Council of Alabama was recently organized to coordinate the 
activities of various health groups and to conduct an educa- 
tional campaign to increase interest in the state’s public health 
work. C. B. Bray, president of the Alabama Dental Associa- 
tion, and Mrs. Thelma M. Coburn, executive secretary of the 
Alabama Pharmaceutical Association, were named president 
and secretary treasurer respectively. The executive board 
consists of B. F. Sapienza, representing the Alabama Dental 
Association, Mrs. Walter Bragg Smith, representing the state 
nurses’ association, Elbert W. Gibbs, representing the Ala- 
bama Pharmaceutical Association, Clyde L. Sibley, represent- 
ing the Alabama Hospital Association, .and Dr. Burton F. 
Austin, Montgomery, state health officer, representing the state 
health department. 


CALIFORNIA 


Howard Karsner Lectures.— Dr. Howard T. Karsner, 
professor of pathology and director of the Institute of Pathol- 
ogy, Western Reserve University School of Medicine, Cleve- 
land, addressed the Los Angeles Academy of Medicine, May 
11, on “Tumors of the Endocrine Glands.” 

County Society Opens New Offices.— The Alameda 
County Medical Association has rented the entire fifth floor 
of the Income Securities Building, 364 Fourteenth Street, 
Oakland, for its business office. The new executive secretary 
of the association is Mr. Rollen Waterson, who formerly held 
a similar position with the Lake County Medical Society, 
Hammond, Ind. (Tue Journat, March 31, p. 865). The 
Alameda ‘County Medical Association has also chosen an 
attorney, Mr. Harold Huovinen, to advise in organizational 
business and tax problems. 

Lectures on Psychoanalysis.—The San Francisco Psycho- 
analytic Society opened a course of lectures for physicians 
on “Introduction into Psychoanalysis” May 23. Dr. Jacob S. 
Kasanin, San Francisco, gave the first lecture, on “Psycho- 
analysis as a Medical Science.” Other lecturers in the series 
include : 


Siegfried Bernfeld, Ph.D., San Francisco, The Method of Psycho- 
analysis, May 30. 
Dr. Erik H. Erikson, Berkeley, Etiology of Neuroses, June 


6. 
Dr. Bernhard Berliner, San F rancisco, Psychoanalytic Therapy, June 13. 
Dr. Donald A. Macfarlane, Berkeley, The Concept of Transference in 


Medical Practice, June 20. : ; ath 
Dr. Emanuel Windholz, San Francisco, Psychosomatic Medicine, June 27. 


CONNECTICUT 


Grant for Work on Visual Functions.—The American 
Optical Company has given Yale University, New Haven, an 
additional grant in further support of the research program 
of the clinic of child development of the school of medicine. 
The grant covers the three year period 1945-1948 and finances 
investigations of the development of visual functions in the 
first ten years of life. The research work is being conducted 
on a cooperative basis by a medical and psychologic staff 
under the direction of Dr. Arnold L. Gesell, professor of 
child hygiene and director of the clinic of child development. 
Chief emphasis is being placed on problems of early diagnosis 
and of preventive control. 


DISTRICT OF COLUMBIA 


Seek Ban on Counter Sale of Sulfonamide Drugs.— 
The Medical Society of the District of Columbia on May 12 
asked Dr. George C. Ruhland, health officer of the District, 
to ban all “over the counter sale” of sulfonamide preparations 
unless they are prescribed by a physician. The request eame 
from the society's committee on public health, the chairman 
of which is Dr. Edward J. Stieglitz, and pointed out that 
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“indiscriminate use of sulfa drugs sensitizes some individuals 
to an extent that they cannot later be benefited by use of 
such drugs when they are badly needed,” according to the 
Washington Star. 

Lecture Named for Senator Sumner.—On May 24 the 
Medico-Chirurgical Society of the District of Columbia inaug- 
urated the first annual Charles Sumner Lecture of the Medico- 
Chirurgical Society with a talk by -Edmund V. Cowdry, Ph.D., 
professor and head of the department of anatomy, Washington 
University School of Medicine, St. Louis, on “The Present 
Status of. the Problem of Cancer.” The lecture will be given 
annually in honor of U. S. Senator Charles Sumner, who in 
1869 was a champion of “equal rights and opportunities” for 
medical practitioners in the District of Columbia “without 
distinction of color.” The Medico-Chirurgical Society was 
organized in 1884. Dr. W. Montague Cobb, professor of anat- 
omy, Howard University College of Medicine, is president. 


GEORGIA 


Russell Oppenheimer Resigns as Dean.—Dr. Russell H. 
Oppenheimer has resigned as dean of Emory University School 
of Medicine, Atlanta, effective June 1, after holding the position 
for twenty years. After a leave of absence for rest, he will 
return to Emory to carry on his work as professor of clinical 
medicine. Dr. Eugene A. Stead Jr. will serve as acting dean 
in addition to his activities as professor of medicine and chair- 
man of the department. 


ILLINOIS 


Abbott Science Club Affiliates with Sigma Xi.—On 
May 21 the Abbott Laboratories, North Chicago, Science Club 
became the first research group in the pharmaceutical industry 
to qualify for and be granted affiliation with the Society of 
the Sigma Xi, national honorary scientific society. Special 
ceremonies were held at the Georgian Hotel, Evanston, at 
which Michael Heidelberger, Ph.D., professor of biochemistry, 
Columbia University College of Physicians and Surgeons, New 
York, spoke on “Blood Complement.” 


Chicago 

Dr. J. Gordon Wilson Retires.—Dr. John Gordon Wilson, 
professor and chairman of the department of otolaryngology, 
Northwestern University Medical School, since 1908, retired 
in April. Dr. Howard C. Ballenger, associate professor in 
the department, is now acting chairman. 

Personal.— Comdr. James Ro&coe Miller (MC), dean of 
Northwestern University Medical School, currently in charge 
of the section on internal medicine, professional division of the 
Bureau of Medicine and Surgery, Washington, D. C., has been 
appointed medical director of the Chicago and Northwestern 
Railway system, -effective on his release from service and in 
addition to his activities as dean. 

Alumni Banquet.—The annual banquet of the University of 
Chicago School of Medicine in honor of the graduating seniors 
is to be held at the Hotel Windermere, June 13. A scientific 
program preceding the alumni banquet will be held in the after- 
noon at Billings Hospital. Among the speakers will be: 


Dr. Thomas F. Thornton Jr., The Mechanism of Citrate Intoxication. 

Dr. William W. Scott, Urinary 17-Ketosteroids in the Diagnosis of 
Adrenal Cortical Carcinoma. 

Dr. Francis B. Gordon, Studies in the Psittacosis Group of Viruses. 

Dr. Peter P. H. DeBruyn, Locomotion Characteristics of. White Cells. 

Dr. Charles W. Eisele, Some Problems in the Diagnosis of Brucellosis. 

Drs. James S. Clarke and Hilger P. Jenkins, “Gelatin Sponge’’—A New 
Absorbable Hemostatic Agent. 

WwW —, ee Ph.D., Excretion of Antibodies in Feces of Immunized 

nim 

Dr. Paul W. Schafer, Observations on the Etiology and Treatment of 
Polycythemia Rubra Vera. 

Dr. Chauncey C. Maher, Significance of Presence of Qs and Ts in 


Clinical Cardiography. 
Dr. Morris E. Davis, Experimental Studies of Pigmentation of Endo- 


crine Origin. 
Drs. William E. Ricketts and Walter L. Palmer, Treatment of General- 
>t Peritonitis Complicating Ulcerative Colitis. 
. Henry T. Ricketts, Diabetes in a Totally Depancreatized Man. 


INDIANA 


State Council for Mental Health.—Governor Ralph E. 
Gates recently appointed five members to the Indiana Council 
for Mental Health, a. group set up under 1945 legislation to 
develop the construction of a mental hospital and clinic on 
the campus of the Indiana University Medical Center in 
Indianapolis. Members of the council are Dr. LaRue D. 
Carter, professor of neurology; Dr.. Thurman B. Rice, chair- 
man of the department of bacteriology and public health and 
acting secretary of the staté board of health, ex officio; Dr. 
Norman M. Beatty, Indianapolis; Judge John H. Morris, New 
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Castle, and Otto Walls, director of the state department of 
public welfare, ex officio. The 1945 general assembly appro- 
priated $250,000 for the project and earmarked an additional 
$75,000 if needed. The hospital will be made available for 
instruction of medical students, student nurses, interns and 
resident physicians under the supervision of the medical school 
faculty. The council will have the authority to transfer psy- 
chiatric patients in state hospitals from one institution to 
another or to the so-called screening hospital on the Indiana 
University Medical Center Campus, admission to which will 
be open to voluntary applications on recommendation of attend- 


ing physicians. 
KANSAS 


State Medical Election.—Dr. William M. Mills, Topeka, 
was chosen president-elect of the Kansas Medical Society at 
its meeting in Topeka, May 6, and Dr. William P. Callahan, 
Wichita, was inducted into the presidency. Other officers 
include Drs. Laurence S. Nelson, Salina, and Oscar W. David- 
son, Kansas City, vice presidents; Franklin R. Croson, Clay 
Center, secretary; John L. Lattimore, Topeka, treasurer, and 
Forrest L. Loveland, Topeka, delegate to the American Medi- 
cal Association. 

Kansas Physicians’ Service.—The Kansas Physicians’ 
Service was formed in Topeka, May 5. Temporary officers 
chosen include Dr, Barrett A. Nelson, Manhattan, president ; 
Dr. John L. Lattimore, Topeka, vice president ; Dr. William 
M. Mills, Topeka, secretary-treasurer, and Mr. Oliver E. Ebel, 
Topeka, "executive vice president. Within sixty days a per- 
manent board of directors will be elected, after which the 
final preparations will be made and the sale of the benefits 
of the medical service plan will be started through the Blue 


Cross. 
NEW YORK 


Chiropractors Urge Passage of Murdock Bill. — The 
executive committee of the New York State Chiropractic 
Society at a meeting in Binghamton, May 20, passed a reso- 
lution favoring the passing by congress of the Murdock bill, 
which would amend the U. S. Compensation Act and which 
calls for the inclusion of the services of chiropractors when 
desired by federal employees injured in the line of duty, 
according to the Rochester Democrat and Chronicle. 

Personal.—Dr. Donald M. Morrill, Malden, Mass., has been 
appointed chief administrative officer of the Mount Vernon 
Hospital, Mount Vernon, effective April 1——Dr. George 
Y. McClure has been appointed director of the Westchester 
Department of Laboratories and Research, succeeding Dr. 
Gilbert Dalldorf, who took over a similar position for the 
state department of health (THe Journat, April 28, p. 1139). 
Dr. McClure has also been named pathologist at Grasslands 
Hospital, Valhalla, where he has been serving as assistant 
pathologist ——Dr. William J. Carr, Newburgh, recently com- 
pleted fifty years in the practice of medicine. From 1897 to 
1904 he was health officer of Newburgh——Dr. John G. Efilis, 
Albion, has been appointed coroner of Orleans County, suc- 
ceeding the late Dr. Paul H. Mahany, Albion———Dr. Robert 
C. Towse, White Plains, has been appointed medical director 
of the Rensselaer plant of the Winthrop Chemical Company. 


New York City 

Gustave Meyer Dies.—Gustave M. Meyer, D.Sc., asso- 
ciate chemist on the staff of the Rockefeller Institute’ for 
Medical Research, died near Saranac Lake, May 9, aged 69. 
Dr. Meyer had been associated with the Rockefeller Institute 
from 1909 to 1941, when he retired. 

Squires Prize Goes to Army Physician.—Capt. George 
Rosen, M. C., Brooklyn, has been awarded the Grant Squires 
Prize for his book “The History of Miners’ Diseases: A 
Medical and Social Interpretation.” The prize is given every 
five years to a graduate of Columbia University for original 
investigation of a sociological nature. The presentation was 
to be made at Columbia’s commencement exercises June 5. 

Teachers Union Condemns Protest on Tuberculosis 
Tests.—The teachers’ union on May 24 issued a statement 
condemning the Joint Committee of Teachers Organizations 
for its recent action in sponsoring a lawsuit against the board 
of education regulation requiring the teachers to take chest 
X-ray examinations for tuberculosis (THE JouRNAL, June 2, 
p. 378). The statement in addition urged extension of the 
re to all pupils as well, according to the New York 

imes. 

City Cooperates in Proposed Tropical Medicine Cen- 
ter.—A tentative agreement was signed by Mayor Fiorello 
La Guardia May 14 committing the city to share in the 
$5,390,000 -hospital and health center for the study and treat- 
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ment of tropical and «cqmmunicable diseases to be built on 
land conveyed without cost to the city by Columbia University 
and Presbyterian Hospital. According to the New York 
World-Telegram the site extends 800 feet along the west side 
of Riverside Drive between 165th and 168th streets. The 
proposed center includes a 300 bed hospital and a research 
building which will house a diagnostic laboratory of the health 
department, a research center for the city sponsored Public 
Health Research Institute (Tue JourNnat, July 12, 1941, p. 128) 
and a specialized branch operated by the Columbia University 
College of Physicians and Surgeons. 


OHIO 


Cleveland Hearing and Speech Center.—The Cleveland 
Hearing Center and Speech Clinic at Western Reserve Uni- 
versity have formed the Cleveland Hearing and Speech Center, 
Inc., and will establish quarters at 11206 Euclid Avenue on 
the university campus in the fall or as soon as the release of 
material and labor for remodeling permit. The new organi- 
zation will greatly augment the present care for Cleveland 
men, women and children with speech and hearing difficulties. 
The name “Garfield House” will be retained for the new unit, 
carrying on the project established in 1924 by the late Mrs. 
Garfield, wife of James R. Garfield, who is chairman of the 
board of the new center and president of Garfield House, 
8917 Euclid Avenue, where the hearing center is now situated. 
The new center will absorb all the activities of Garfield House, 
social, educational, recreational, preventive and guidance, and 
will expand the work of the speech clinic in treatment, in 
training of teachers and therapists and in research. Lowell 
C. Ruch, executive director of Garfield House for the past 
ten years, will be the director of the new hearing and speech 
center. A chief of services for the center will be announced 
later. He will hold-this position and that of professor on 
the faculty of Western Reserve University and be in charge 
of the new appliance laboratory to be established at the center. 
The new quarters, consisting of twenty-five rooms on three 
floors and a basement, will be remodeled completely and con- 
tain classrooms, examination rooms, cubicles. for individual 
hearing and speech therapy, appliance laboratory, research lab- 
oratory, library, club rooms and recreation rooms for children. 
Members of the staff will include: 


Miss Amy Bishop, director of the speech clinic at. Western Reserve, 
assistant to the chief of services. 

Miss Genevieve Garrison, senior therapist, clinical director’ of speech 
service. 

Miss Ruth Lundin, therapist and director of the speech treatment of the 
— Rehabilitation Center, director of the student’s laboratory. 

Julius W. McCall, demonstrator in anatomy, Western Reserve 
Wallon School of Medicine, in charge of the laryngectomy work. 

Mrs. Florence Fross, assistant to Dr. McCall at the.speech clinic, who 
will give speech instruction to persons who have had their larynxes 
removed. 

C. A. Buchholz, who will give additional instruction in speech to 
stutterers. 

Miss Virda L. Stewart, president of the Women’s City Club of Cleve- 
land and instructor in English and speech at Cleveland College, who will 
give speech instruction to those with foreign accents. 

Clifford Mohan and Miss Dorothy Kester of the Alexander Graham 
Bell School of Cleveland, who will serve as part time specialists in lip 


reading. 
PENNSYLVANIA 


County Society Observes One Hundredth Anniversary. 
—The Schuylkill County Medical Society observed its one 
hundredth anniversary in Pottsville, June 6, with a special 
program in conjunction with the annual meeting of the third, 
fourth and twelfth councilor districts. Among the speakers 
were: : 

Capt. William M. Webb, M. C., Recent Diagnostic Problems in the 

ropics. 

Mr. Lester H. Perry, Harrisburg, executive secretary, state medical 

ag Medical Service Association of Pennsylvania. 

James Stratton Carpenter, Pottsville, The One Hundredth Anni- 
oersary of the Schuylkill County Medical Society. x 

John J. Walsh, Pottsville, Recent Trends in Our Knowledge of 
ay Fone Sclerosis and Their Influence on the Clinical Management 
of These Patients. 

Dr. Walter F. Donaldson, Pittsburgh, secretary-treasurer, state medical 

society, Welcome Home, Soldier! 

Dr. Chauncey L. Palmer, Pittsburgh, Highlights of the 1945 Legis- 

lature. 


A feature of the meeting was the presentation of fifty year 
testimonials by Dr. William L. Estes Jr., Bethlehem, president- 
elect, state medical -society, to Drs. Arthur J. Bird, New 
Albany; William G. Berryhill, Orangeville; Allan C. Brooks, 
Wilkes-Barre; Clinton J. Kistler, Lehighton; J. Warren 
Knedler, Moscow; Herbert B. Gibby, Wilkes-Barre, and 
Edward S. Rosenberry, Stone Church. 
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Philadelphia 


Portrait of Dr. Bauer.—Dr. Edward L. Bauer, professor 
of diseases of the child, Jefferson Medical College of Phila- 
delphia, was honored recently by the senior class when a 
portrait of him was presented to the medical school. The 
program was in charge of Mr. James H. Lee Jr., president 
of the senior class, and speakers included Robert C. Puff, 
senior, Dr. Norman M. MacNeill, who made the presentation 
speech, and Dr. William Harvey Perkins, dean, who gave the 
speech of acceptance. Dr. Bauer also spoke. 

Survey of Psychiatric Clinics.—Under a grant from the 
Seybert Institution, the Philadelphia Council of Social Agen- 
cies is engaged in surveying the psychiatric clinics of Metro- 
politan Philadelphia with a view to planning for postwar 
expansion of such services. A committee representative of 
the clinics and organizations interested in psychiatric services 
for children is supervising the study, which is being conducted 
by several psychiatric social workers under the direction of 
Helen L. Witmer, Ph.D., of the Smith College School for 
Social Work, according to Philadelphia Medicine. 


Pittsburgh 

The Mellon Lecture.—John R. Murlin, Ph.D., professor 
of physiology and director of the department of vital economics 
at the University of Rochester School of Medicine and Den- 
tistry, gave the twenty-eighth Mellon Lecture of the Society 
of Biological Research of the University of Pittsburgh School 
of Medicine, May 16. His subject was “Biologic Value of 
Proteins in Relation to the Essential Amino Acids.” 


TEXAS 


Personal.—Dr. John N. Thomas, Mansfield, was recently 
guest of honor at a dinner celebrating his eighty-eighth birth- 
day and fifty-sixth year of service in Mansfield and the sur- 
rounding area. In 1943 Dr. Thomas’ was honored by the 
Business and Professional Women’s Ciub of Mansfield as the 
outstanding citizen of the community. Dr. William W. Coul- 
ter, acting superintendent of the Jefferson Davis Hospital, 
Houston, has been named medical director of the hospital. 
The action marks a departure in the administrative setup. 
A. S. Reeves, Quanah, has been designated superintendent. 

Medical Library Banquet.—On May 18 a banquet was 
held at the Adolphus Hotel to provide additional funds for 
the library of Southwestern Medical College. The affair was 
known as the “Médical Library Banquet” and was sponsored 
jointly by the Dallas County Medical Society, the Dallas 
County Dental Society, Dallas County Pharmaceutical Asso- 
ciation, Medical Service Society of Dallas, District Number 4 
Texas Graduate Nurses Association, Dallas County Dental 
Assistants, the Dallas Hospital Council and the women’s 
auxiliaries of the respective organizations. It is hoped to 
make the affair annual. 

Control of State Psychopathic Hospital Transferred.— 
The legislature of the state of Texas has unanimously author- 
ized the transfer of the Galveston State Psychopathic Hospital 
from the State Board of Control to the Board of Regents of 
the University of Texas to be operated as a part of the 
Medical Branch. Formerly accommodating approximately 80 
patients, the institution will be reequipped to handle. about 
120 mental patients for rapid diagnosis and rapid treatment. 
Special facilities will be provided for postgraduate training 
in neuropsychiatry and for psychiatric nurse training. The 
director is Dr. Jack R. Ewalt, associate professor of neuro- 
psychiatry, University of Texas School of Medicine. The 
hospital will not be ready to receive patients until refurnishing 
and reorganization have been completed. 


WEST VIRGINIA 


Changes in Health Officers.—Dr. James A. Dolce, Fair- 
mont, has resigned as health officer of Marion County, effec- 
tive April 23. Dr. Claude A. Thomas, who has been serving 
as health officer of district number 4, comprising the counties 
of Lewis, Calhoun, Gilmer and Upshur, during the absence 
because of illness of Dr. Walter J. Riley, Weston, has been 
transferred to Romney, where he will be in charge of district 
number five including the counties of Hardy, Grant, Hamp- 
shire, Mineral and Morgan. Dr. Riley has returned to his 
activities in district number 4. 

Decrease in Cancer Deaths.—Deaths from cancer in West 
Virginia in 1944 totaled 1,525, according to provisional figures 
cgmpiled by the division of vital statistics of the state depart- 
ment of health. The totals represent a decrease of 97 in 
deaths from the disease as compared with the figure for 1943, 








MEDICAL 

















‘rive . A RS A 
NEWS Tak 9, 1945 


when the total was 1,622. The estimated death rate in West 
Virginia from cancer per hundred thousand of population in 
1944 was 88.9, compared with 92.4 in 1943. Using the basis 
of 4 living persons with cancer for every death, there are 
approximately 6,100 cases of cancer in West Virginia at the 
present time. The services of the division of cancer control 
have been extended to 560 cancer patients needing assistance 
in financing treatment and care. 


WISCONSIN 


Public Park Named for Physician.— Dr. Thomas G. 
Torpy, Minocqua, was honored May 30, when a public park 
in the town was dedicated to him and which in the future 
will be known as the Doctor Torpy Park. Dr. Torpy graduated 
at Rush Medical College in 1895, and the recent honor was 
in recognition of his completion of fifty years in the practice of 
medicine, most of which have been spent in Minocqua. Among 
the speakers at a testimonial dinner were Gerald Boileau, 
Wausau, formerly national representative to congress, and Dr. 
Edward L. Jenkinson, Chicago. Dr. Torpy was chairman of 
the board of supervisors for a number of years. Grade school 
children presented Dr. Torpy with a bond and the people of 
the community with a purse of $2,000. 

Program Honors Retiring Professors.—The faculty of 
the University of Wisconsin Medical School, Madison, held 
a special program May 15-16 to mark the retirement of Drs. 
Charles H. Bunting, professor of pathology, and Joseph S. 
Evans, professor of medicine, University of Wisconsin Medical 
School. Dr. Bunting was the first professor of pathology 
at the medical school, joining the university in 1908; he is 
also chairman of the department. Dr. Evans, who began his 
affiliation in 1909, was the school’s first professor of medi- 
cine. He is also chairman of the department. As a special 
feature of the program, Dr. Eugene L. Opie of the Rocke- 
feller Institute for Medical Research, New York, spoke on 
“Production Tumors, with Special Reference to Hepatic 
Tumors Produced by Feeding Azo Compounds” and “Sig- 
nificant Questions Concerning Transmission and Epidemiology 


of Tuberculosis.” 
GENERAL 


College of Radiology Moves.—The American College of 
Radiology has moved its headquarters from 540 North Michi- 
gan Avenue to 20 North Wacker Drive, Chicago 6. 

Examinations in Pediatrics.— The American Board of 
Pediatrics announces that its fall written examination will be 
held locally under a monitor, October 19. The oral examina- 
tion will be held in New York, Décember 7 or 8 Dr. C. 
Anderson Aldrich, 115% First Avenue S.W., Rochester, Minn., 
is secretary of the board. 

Home Study Courses.—The Home Study Courses spon- 
sored by the American Academy of Ophthalmology and Oto- 
laryngology, in the basic sciences of those two specialties, 
will be given again in the year 1945-1946. Registrations must 
be completed before August 15. For information apply to 
Dr. William L. Benedict, executive secretary, 100 First Avenue 
Building, Rochester, Minn. 

Charles Stephenson Succeeds Clarence Little. — Rear 
Admiral Charles S. Stephenson (MC), U. S. Navy, retired, 
has been appointed acting managing director of the American 
Cancer Society. He will succeed Clarence C. Little, Sc.D., 
Bar Harbor, Maine, who will direct studies of genetic factors 
of intelligence and emotional variations in mammals under a 
Rockefeller Foundation grant (THE JourNAL, June 2, p. 379). 
Admiral Stephenson was named some months ago as secretary 
of the research division of the cancer sociey (THe JouRNAL, 
April 7, p. 936). - Dr. Little will continue as a member of 
the society’s board of directors. 

Prevalence of Poliomyelitis.—The National Foundation 
for Infantile Paralysis announced June 1 that the number of 
poliomyelitis cases in the country is running about 50 per cent 
ahead of a year ago. As of mid-May, the number of new 
cases this year were 642 as compared with 424 cases for the 
same period in 1944. Sharp increases have been reported in 
the New England states, Middle Atlantic states, South Atlantic 
area and the East South Central states. In the Pacific Coast 
and West South Central areas, which have been hard hit 
durmg the past two years, there has been a noticeable drop 
in the number of new cases. In the remainder of the country 
there are about the same number as last year. While a 
fact that there are 50 per cent more cases in the country this 
year than in the same period in 1944, “this is not an alarming 
situation but it should be watched carefully,” it was stated. 
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The foundatien has available a bulletin entitled “When Polio 
Strikes” which includes many helpful hints for parents and 
contains a series of simple precautions to be taken during 
the summer months. 

Examination in Obstetrics and Gynecology.—The gen- 
eral oral and pathology examinations of the American Board 
of Obstetrics and Gynecology (part II) for all candidates will 
be conducted at the Shelburne Hotel, Atlantic City, N. J., by 
the entire board June 13-19. Hotel reservations may be made 
by writing directly to the hotel. The Office of the Surgeon 
General of the U. S. Army has issued instructions that men 
in service, eligible for. board examinations, be encouraged to 
apply and that they may request orders to detached duty for 
the purpose of taking these examinations whenever possible. 
Candidates in military or naval service are requested to keep 
the secretary’s office informed of any change in address. 
Deferment without time penalty under a waiver of published 
regulations applying to civilian candidates will be granted if 
a candidate in service finds it impossible to proceed with the 
examinations of the board. Applications are now being 
received for the 1946 examinations. For further information 
and application blanks address Dr. Paul Titus, secretary of 
the board, 1015 Highland Building, Pittsburgh 6. 


PUERTO RICO 


Survey of Schistosoma Infections in Snails.—The School 
of Tropical Medicine, San Juan, has instituted a study of 
current percentages of Schistosoma infections in snails under the 
direction of Dr. Pablo Morales Otero, San Juan. According 
to an announcement, schistosomiasis was diagnosed in 12.4 per 
cent of the population in Puerto Rico in 1934, and_ snails 
removed from the Barranquitas River in that year were 28 per 
cent infected with the disease. Today, says the announcement, 
the infection index is 80 per cent and there is every reason to 
believe that the incidence in the population in general is much 
higher. The army would not accept any man from Puerto 
Rico who has a history of schistosomiasis. It is believed that 
the study of the School of Tropical Medicine will serve to 
incite programs to control the disease. 


Actions by the Governor.—Governor Rexford G. Tug- 
well signed a bill passed by the legislative assembly of Puerto 
Rico appropriating the sum of $500,000 from insular funds to 
continue the construction, extension and repair of the Insular 
Hospital of Psychiatry. The governor also signed a bill 
appropriating the sum of $315,000 from insular funds to con- 
struct and equip an Insular Home for Girls in the city of 
San German, which will function under the auspices of the 
department of health of Puerto Rico. An application made 
by Laboratories Terrier, Inc., of Hato Rey, San Juan, for 
tax exemption was denied by the governor. This firm makes 
ampules for hypodermic injections. Tax exemption for this 
company, granted by the public service commission of Puerto 
Rico for three years by a resolution passed June 7, 1944, was 
disapproved by the governor. 


LATIN AMERICA 


Health Activities in Latin America.—Radio Scripts on 
Health—The medical section of the Health and Sanitation 
Division of the Office of the Coordinator of Inter-American 
Affairs has started the preparation of radio scripts on disease 
and health as a contribution to the programs of health educa- 
tion by radio. According to the Newsletter of the Health 
and Sanitation Division this radio material so far has been 
sent out by the radio division on microfilm and in Spanish 
and Portuguese but is available in typewritten form in English. 
The scripts are produced for the health and sanitation field 
parties, the coordination committees and any other groups that 
wish to use them. They need not, of course, be restricted to 
the radio but may be brought out as pamphlets or put to other 
uses. The first six scripts prepared under this project dealt 
with the health of the baby and young child and covered the 
topics of cleanliness, nutrition, feeding habits and immuniza- 
tion against diphtheria, smallpox and whooping cough. A 
series of five scripts on tuberculosis has just been completed. 
These are written as a family drama, but each is a unit in 
itself so that a person hearing only one would gain informa- 
tion on the transmission of tuberculosis and his personal defense 
against it. The five scripts on tuberculosis are entitled “The 
Symptoms,” “The Health Center,” “The Nursing Visit,” “The 
Contacts” and “The Sanatorium.” In some countries it will 


_ be possible to use these scripts without any modifications. In 


other countries, characterizations and scenes may need revi- 
sion to satisfy local needs. 
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Treatment of the Leprous—Children born of leprous patients 
in the Palo Seco Leper Colony on the west back of the Pacifix 
entrance to the Panama Canal are free of leprosy, the health 
department of the Panama Canal reports. Progenitorship, 
however, ends with birth. Forfeiture of parental possession 
becomes effective immediately after parturition. Parents are 
forbidden to touch the offspring. The infants are promptly 
removed from the leprous environment of their birth. Per- 
manent separation from leprous parents is achieved through 
adoption into the homes of relatives. To date, according to 
the health department, not a single case of leprosy has occurred 
among the adopted children. Communication of infection from 
husband to wife or wife to husband is uncommon. Though 
housed in different buildings, men and women patients are free 
to associate during the day. The resultant romances are not 
obstructed by the colony management. When these courtships 
develop into matrimonial aspirations, official consent of mar- 
riage is rarely withheld. The routine offers of sterilization 
are usually rejected on religious grounds. Two room apart- 
ments with kitchen, toilet and bathing facilities are provided 
for married couples. Established in 1907, the Palo Seco colony 
covers a 500 acre tract chosen by the late Col. William C. 
Gorgas. The colony’s housing facilities consist of eight mod- 
ern two story structures built in a quadrangle near the beach. 

Visitors to the United States—Dr. Luiz Mendonca e Silva, 
who was employed in the office of health education in the state 
health department in Rio de Janeiro, is studying currently at 
the DeLamar Institute of Public Health, Columbia Univer- 
sity, New York. On conclusion of the course he will spend 
some time at the headquarters of the American Medical Asso- 
ciation, Chicago. Dr. Rodolfo Mascarenhas, Sao Paulo, 
Brazil, assistant to the director of the state health department, 
who has been studying public health administration as a guest 
of the state department, visited the American Medical Asso- 
ciation, May 7. Dr. Henrique de Rocha Lima, director of 
the biologic research institute of Sao Paulo, Brazil, is in the 
United States as the guest of the department of state to confer 
with scientists and technicians specialized in agricultural, micro- 
biologic and pathologic research. Dr. Rocha Lima was once 
professor of tropical medicine at the University of Hamburg, 
Germany. 

Cancer Stamp.—Commemorating the fight for the conquest 
of cancer, four million one .cent postage stamps bearing the 
picture of the late Pierre and Madam Marie Curie will be 
issued by the government of Panama, the minister of govern- 
ment and justice announced. 

Hospital ‘News.——A maternity hospital for nonpaying patients 
has been .apened by the government of Barbados, British West 
Indies, at Bank Hall. The Colonial Development and Welfare 
contributed $115,200 toward the project. 
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_ New Regional Director for Children’s Bureau 

Dr. John F. Belz, Portland, director of the maternal and 
child health division of the Oregon State Board of Health, 
has joined the staff of the division of health services, Chil- 
dren’s Bureau, U. S. Department of Labor, to serve as regional 
medical director in the Rocky Mountain area, comprising the 
states of Colorado, Wyoming, Montana, Idaho and Utah. 
For the present the offices will be located at 1505 Humboldt 
Bank Building, 785 Market Street, San Francisco 3. 


National Institute of Health Research Fellowships 

The Public Health Service announces the creation of 
National Institute of Health research fellowships, available after 
July 1. The junior research fellowships will be to those hold- 
ing masters degrees in the sciences (such as physics, chem- 
istry and entomology) allied to public health from an institu- 
tion of recognized standing. The stipend will be $2,400 a 
year. The senior research fellowships will be available to 
those holding a doctorate degree in one of the sciences allied 
to public health. The stipend will be $3,000 a year. These 
fellowships will offer an opportunity for study and research 
in association with highly trained specialists in the candidates’ 
chosen field at the institute or some other institution of higher 
learning. Letters of inquiry should be addressed to the direc- 
tor, National Institute of Health, Bethesda 14, Md. 
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ice in beverages, prevention of the display of eatables on curb- 
side stalls and clearance of beggars from the streets. To these 
might be added regular and thorough emptying of garbage cans 
and the removal of cattle from the streets. 


Foreign Letters 


LONDON 


(From Our Regular Correspondent) 
May 5, 1945. 


Resettlement Camps for Homecoming 
Prisoners of War 


The army. is establishing all over the country voluntary camps 
for homecoming prisoners of war discharged or released from 
the service. These will be centers where men may acclimatize 
themselves to social surroundings, which, after long absence 
and the constraints of life in prison camps, may well at first 
be strange. The camps will be known as civil resettlement 
units and will be situated in pleasant surroundings near to 
towns, with their industries and their social services, and a man 
who chooses to go will naturally select one near his home. The 
camps will be a starting off point for a return to the civilian 
life from which the men have long been estranged. Run like 
a leave camp, they will be free from “training” in the military 
sense, and there will be only one parade—the pay parade. The 
means for putting the men in touch with civilian life again 
include films and talks on what has been going on in their 
absence, visits to places of importance to those anxious to regain 
their footing in the ordinary ways of life, and advice by quali- 
fied persons on future employment, pay, health, and personal 
and family affairs. 

A man’s only duty will be to keep his bed and his belongings 
tidy. There will be no reveille, no guards, no fatigues. A man 
will more or less arrange his own day, choosing between a 
visit to a factory or technical school, an office or a training 
center or spending part of his time in a workshop rehandling 
tools or attending a discussion. During these working hours 
he will wear a uniform but afterward, whether he remains in 
the camp or goes out, he can change to civilian clothes. There 
will be leave every week end for those who want it. To vary 
the day’s events there will be light physical exercises and 
optional games. 

A pamphlet is given to all homecoming prisoners of war 
telling them that “changes have taken place in ‘civvy street.’ 
There are ration cards and wartime regulations. You have 
changed too. You have seen new countries and different people. 
You have a new outlook on civilian life and possibly a better 
one. But you will need time to find your feet again.” In 
deciding on a new job, the man will receive specialist advice. 


Cholera Epidemic in Calcutta 


An unusually severe epidemic of cholera in Calcutta is caus- 
ing concern to the army command in India. Most of the 
sufferers are civilians, but there are some suspected cases among 
soldiers. During the week ended April 21 there were two 
hundred deaths in the city from cholera. The seriousness of 
the situation lies in the fact that, besides being important as a 
military base, both British and American, Calcutta is perhaps 
the greatest transit and leave center for troops of the allied 
land forces in southeastern Asia. The severity of the epidemic 
is attributed to the general overcrowding, the filthy living con- 
ditions in the slums and the absence of a decent standard of 
cleanliness in any part of the city. Administration by the 
elected corporation of Calcutta has been slack for years, with 
the result that a situation has developed which it cannot remedy 
with the equipment and men available. There were occasions 
when the Bengal ministry seemed to be on the point of dis- 
missing the corporation, but this would not now remedy the 
lack of equipment. The important Indian newspaper the States- 
man says that the immediate needs are drastic administrative 
control of dirty markets, abolition of the exposure of fruit for 
sale. and its sprinkling with foul water, control of the use of 


The High Cost of Industrial Accidents 


High estimates of the cost of industrial accidents were given 
by Mr. Bevin, minister of labor, and Sir Wilfred Garrett, 
chief inspector of factories, to a largely attended conference on 
industrial accidents held in London. Mr. Bevin said that the 
cost of workmen’s compensation was $87,500,000 a year, but 
this was computed to be only a fifth of the total loss to the 
community. When they took into account the hidden costs in 
the form of loss of production, loss of time of other employees, 
when an accident disturbed the smooth working of the shop, 
damage to machinery and plant, loss of material and the like, 
they could see how the estimate would grow to a total cost of 
something like $350,000,000 a year. Referring to the human 
loss, it was impossible to measure what the accidents repre- 
sented in broken lives. Muth assistance would be given by 
the government’s new scheme of rehabilitation, but better than 
rehabilitation was prevention. Training in all directions—train- 
ing of accident prevention officers and training of a works 
safety committee. The following figures were given by the 
chief inspector of factories. Every year 1,000 workers are 
killed in factories, 800 in mines and between 6,000 and 7,000 
on the roads. In addition there is all the loss due to nonfatal 
accidents. 


Victoria Cross for Member of the Army 
Medical Corps 


The Victoria Cross is the most coveted award in the British 
army and is gained only by the most conspicuous bravery, 
often at the cost of life, so that it has to be posthumously 
given to a relative. -The king has approved the posthumous 
award to Lance Corporal Henry Eric Harden, Royal Army 
Medical Corps. In northwestern Europe on January 23 the 
leading section of a Royal Marine commando troop was pinned 
to the ground by intense enemy machine gun fire from well 
concealed positions and was ordered to take cover. But 4 
wounded men were lying in the open. Harden at once went 
forward under a hail of machine gun and rifle fire directed 
from four positions, all within 300 yards. With the greatest 
coolness and bravery he remained in the open while attending 
the casualties. After dressing the wounds of 3 he carried 
1 man back to cover. He was ordered not to go forward 
again but did so with a volunteer stretcher party and brought 
back another badly wounded man. He went a third time with 
a stretcher party and was bringing back a wounded officer 
when he was killed by heavy enemy fire. His courage saved 
the lives of the wounded brought in and was an inspiration to 
the others. In Parliament Sir James Grigg, secretary of state 
for war, said “I do not remember ever reading anything more 
heroic.” 

Successful Transport by Air of the Wounded 

It is now possible to give figures of the transport by air of 
the wounded in Normandy, Arnhem and the Rhine crossing. 
This was performed by the Transport Command group of the 
Royal Air Force responsible for carrying supplies from Britain 
to the continent of Europe. Since D day it has carried to the 
continent a monthly average of 1,600 tons of freight and brought 
back 241 tons of mail, besides an average of about 1,000 passen- 
gers. In that period it also brought back to England 70,000 
casualties and transferred 22,000 more from advanced landing 
strips to base hospitals in liberated territory. Not one “hos- 
pital” aircraft has met with a mishap. When the fighting was 
in France and Belgium it was common for men wounded in 
the morning to be operated on in an English hospital the same 
evening. 
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PARIS 
(From Our Regular Correspondent) 
April 17, 1945. 


The Definition of Medicine 


French medicine is in a state of crisis and is to be developed 
along the patterns furnished by foreign countries, especially 
the United States and Russia. The traditional boundaries of 
the profession seem too narrow; under the name of social 
medicine there is a universal desire for an extension of the 
activity of the physician and his domain, corresponding to the 
ever widening sphere which medicine plays in the collective 
life. Medicine of tomorrow will come out of its restricted 
scientific limits to assume a broader purpose and penetrate 
more intimately into human institutions. That is the ambition 
of most physicians and of practically all sociologists. 

A symbol of this desired. extension of the medical art is the 
fusion under the direction of Charles Claoué, well known for 
his work on esthetic surgery, of two independent institutions 
which complete the education of the physician and that of the 
sociologist: the Institut de sociologie and the Ecole libre des 
sciences médicales. According to Claoué, medicine will be, in 
the last analysis, the study of relations between man and animal 
(veterinary medicine), man and plants (botanic medicine), 
between man and the external or internal environments in 
which he lives (human medicine), in all the cases in which the 
desirable harmony of interrelations is disturbed. Many other 
professions besides that of the physician are charged with the 
improvement of these relationships, but they cannot accomplish 
their mission in working alone, and all have need to know and 
to collaborate with one another. A psychologist is a physician 
who must know man in sickness as well as in health. A 
legislator is concerned with the possibilities and impossibilities 
of social life; a pedagogue cannot ignore the limits of health 
and the growth of the child, an architect must build only sani- 
tary houses, an economist has the chief aim of furnishing man 
with wholesome food. 

According to the principles proposed by Claoué, the free 
school of medical sciences has the program to define medicine 
and its new duties, to furnish to all the professions which have 
medical aspects the knowledge which they need. The Ecole 
libre des sciences médicales has the aim to complete the educa- 
tion of the physician as well as to furnish to the different 
professions the indispensable supplementary medical education. 


Medical Research in France 


In a recent conference which was published in the Médecin 
francais, Raoul Kourilsky of Paris exposed the shortcomings 
and difficulties of medical research in France. Kourilsky 
believes that the clinical level of French medicine has been 
maintained but that its scientific level has not ceased to decline 
for the last twenty years. He believes that the decay or stag- 
nation is due to the fact that the present organization of 
research does not permit the investigator to give his full effort 
at a time when the conditions of work are more difficult than 
they have ever been. It is by research that a nation maintains 
its intellectual influence; to limit oneself ‘to utilize the dis- 
coveries of others means, to quote Jolliot-Curie, “to be resigned 
to become the equivalent of a colony.” 

There are two types of research: scientific research with 
medical applications and direct medical research. The scien- 
tific researches with medical applications are pursued without 
initial medical aim, but they end by finding so much reverbera- 
tion and so much application in medicine that they become a 
part of it. Kourilsky cites two essentially French discoveries: 
the anatoxins (toxoids) and the isolation of paraminophenyl- 
sulfamide, which are not strictly medical but which have become 
0. They show what could be achieved in France, if France 
had more investigators and more laboratories and especially if 
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these laboratories worked in better and organized cooperation 
and not in occasional and incidental collaboration with the 
medical centers where their discoveries are applied. 

As regards the specific medical investigations generally carried 
out by physicians in contact with patients, they should not be 
confused with the many verifications which are required every 
day in the practice of medicine and which, moreover, are diffi- 
cult to obtain in a regular and exact manner even in the 
faculty cities. These verifications apply most of the time to 
isolated cases. They can serve research, but, as Kourilsky says, 
they do not represent that “first time.” 

If French medicine is to recover its prestige, it is necessary 
to create a framework for it, to open a career to the scientist, 
which assures a satisfactory budget for the workers. It is 
necessary that life in the hospital becomes a habit. The indi- 
vidual laboratories must be juxtaposed with the great. scientific 
research centers. A certain number of physicians must be able 
to live with the sole preoccupation of the advancement of 
science. These truths were good to repeat to the French, who 
only have to turn their attention toward their neighbors to 
know why France has been surpassed in the glory of discovery 
and what must be done to recover the lost position. 


Duodenal Aspiration 


In a report presented before the Société de chirurgie de 
Lille Decloux analyzed 59 cases in which duodenal aspiration 
was employed for the treatment of intestinal obstruction. 
Twenty-seven of these cases involved primary obstruction, 
developing either in a subject already operated on (late post- 
operative obstruction by adhesions, angulations and the like) 
or in a new subject. It is necessary to consider that aspira- 
tion can only have slight action in obstructions of the large 
intestine, which are easy to diagnose from roentgenologic and 
clinical signs. But it is less easy to differentiate between 
simple obstruction by tumor, biliary ileus and adhesions, in 
which aspiration does wonders, and the strangulation by vol- 
vulus, internal constriction and so on, where it is dangerous 
for the intestinal vitality. In general, duodenal aspiration will 
be advisable when strangulation is probable; this menace will 
be indicated by a very acute onset, by the continued, noninter- 
mittent character of the pains, recalling the syndrome of 
Koernig, by moderate distention and especially by x-ray exam- 
ination, which will show an isolated loop completely dilated. 
In the other cases the rapid deflation of the abdomen, verified 
immediately by roentgenologic control, after the putting in 
place of the aspirating tube, facilitates greatly diagnosis and 
surgical intervention, and as a result the operative mortality 
will be greatly reduced. 





Marriages 


GorDON JEROME STREWLER, Racine, Wis., t’ Miss Effie Eliza- 
beth Pressly of Chester, S. C., at Louisville, Ky., April 27. 

Howarp CArRINGTON, Onarga, Ill., to Miss Lucy Jane 
Hooker of Lebanon, Mo., in Camp Anza, Calif., recently. 

Marion F. Arnotp Jr., New Palestine, Ind., to Miss Kathryn 
Costellow of Beech Grove in Indianapolis, March 21. 

ArtHur HerrMANN Downrnc, Des Moines, to Miss Mary 
Elizabeth Sayre at Fort Snelling, Minn., recently. 

Davin Ricuarp Pickens Jr., Nashville, Tenn., to Miss 
Harriet Palmer of Montclair, N. J., May 12. 

Oscar Davis Ratnorr, New York; to Miss Marian Foreman 
in San Antonio, Texas, March 31. 

Jor D. Comps to Miss Fay Meshew, both of Muncie, Ind., 
in Lewisburg, Ohio, March 1. 

WeENDELL A. Jounson; Iowa City, to Miss Joan Chance of 
Redfield, April 21. » 

Paut L. Lone to Miss Helen Stahlsmith, both of Anderson, 
Ind., February 26. 
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Deaths 


James Thomas Nix ® New Orleans; Medical Department 
of Tulane University of Louisiana, New Orleans, 1910; clinical 
professor of surgery at the Louisiana State University School 
of Medicine; served as dean, director, professor and head of 
the department of surgery at the Louisiana State University 
Graduate School of Medicine; for many years professor of 
general surgery at the Loyola University School of Dentistry; 
professor of surgery at the Loyola University Post-Graduate 
School of Medicine from 1916 to 1918; in 1930 received the 
Medical Records Prize of the American College of Surgeons; 
fellow of the Southeastern Surgical Congress; member and 
for many years medical adviser, Catholic Hospital Association; 
member of the National Gastroenterological Association, South- 
ern Medical Association, New Orleans Post-Graduate Medical 
Assembly and the Société Internationale de Gastro-Enterologie ; 
in 1939 member of the International Cancer Congress; past 
president of the Catholic Physicians Guild of New Orleans, 
served as first and second vice president of the Louisiana State 
Medical Society, vice president and president of the Orleans 
Parish Medical Society ; honorary member of the Illinois Clini- 
cal Club, the Seventh District Medical Society and Lafourche 
Valley Medical Society; first lieutenant, medical reserve corps, 
U. S. Army, 1918-1919; served at various times as director of 
the J. T. Nix Clinic, senior surgeon, and director of the Oscar 
Allen Tumor Clinic, Charity Hospital and senior surgeon, and 
president of the Hotel Dieu; in 1936 first exhibitor selected 
for Hall of Science for his subject on cancer; since 1942 medi- 
cal director of the Higgins Industries and Higgins .Corpora- 
tion; in 1937 chairman of the honorary advisory committee 
of the Louisiana State Hospital Board and in 1938 chairman 
of the health committee of the eighth National Eucharistic 
Congress; in 1929 decorated Knight of St. Gregory and in 
1930 Knight Commander of Holy Sepulchre; member of the 
founders group of the American Board of Surgery; in 1924 
received the honorary degree of doctor of laws from Loyola 
University; author of “The Unborn,” “A Surgeon Reflects” 
and two books of poems; died May 17, aged 57. 

Edgar Garrison Ballenger ® Atlanta, Ga.; University of 
Maryland School of Medicine, Baltimore, 1901; member of the 
House of Delegates of the American Medical Association in 
1912; president of the Southern Medical Association, serving 
as member of the council from 1934 to 1939; served as presi- 
dent of the Fulton County Medical Society in 1911; made 
president of the Southeastern section of the American Urologi- 
cal Association in 1934-1935 and president of the association in 
1938-1939; in 1930 first president of the Southeastern Surgical 
Congress, which he was instrumental in organizing; fellow of 
the American College of Surgeons; spetialist certified by the 
American Board of Urology, Inc.; during World War I served 
in France with the rank of captain and with the Emory Base 
Hospital unit; later transferred to the 26th Division as urolo- 
gist and remained with this division for eight months; promoted 
to major and remained in Germany two and one half months 
with the Army of Occupation; formerly associate professor of 
surgery (genitourinary) at the Emory University School of 
Medicine and lecturer on genitourinary diseases and syphilis at 
the Atlanta School of Medicine; consulting urologist at the 
Grady Hospital and urologist at the Crawford W. Long Memo- 
rial Hospital; author of “Genito-Urinary Diseases and Syphi- 
lis” and contributor to section on diseases of the ‘urethra for the 
Oxford Loose Leaf Surgery; at one time associate editor and 
assistant manager of the Atlanta-Journal Record of Medicine 
and on the advisory editorial board of the Southern Surgeon; 
died June 1, aged 67, of injuries received in a seven floor fall 
to the mezzanine of the hotel where he had been residing. 

William Worthington Herrick ® New York; Yale Uni- 
versity School of Medicine, New Haven, Conn., 1905; professor 
of clinical medicine at the Columbia University College of 
Physicians and Surgeons; specialist certified by the American 
Board of Internal Medicine; president of the New York Acad- 
emy of Medicine; member of the Association of American 
Physicians; fellow of the American College of Physicians, of 
which he had formerly been regent; a major in the medical 
corps of the U. S. Army during World War I, serving for 
two years as chief of service and medical consultant at the 
Army Base Hospital in Columbia, S. C.; internist, medical 
advisory board of the Selective Service; attending physician at 
the Presbyterian Hospital and Sloane Hospital for Women; 
consulting physician, Beekman Street, Women’s and Babies 
hospitals, all in New York, Mary McClellan Hospital, Cam- 


bridge, N. Y., Vassar Brothers Hospital, Poughkeepsie, Eliza- 
beth A. Horton Memorial Hospital, Middletown, N. Y., Mount 
Vernon (N. Y.) Hospital, Goshen (N. Y.) Hospital, St. Agnes 
and White Plains hospitals, both in White Plains, N. Y., 
Stamford (Conn.) Hospital, Sharon (Conn.) Hospital, Green- 
wich (Conn.) Hospital and Nassau Hospital in Mineola, N. Y., 
and New York Infirmary for Women and Children; member, 
board of trustees, Trudeau Sanatorium, Trudeau, N. Y.; editor- 
in-chief, Nelson New Loose-Leaf Medicine; found dead June 1, 
aged 66. 

Charles Terrell Porter ® Boston; University of Virginia 
Department of Medicine, Charlottesville, 1912; lecturer on 
otology at the Harvard Medical School; specialist certified by 
the American Board of Otolaryngology; member and formerly 
vice president of the American Academy of Ophthalmology and 
Otolaryngology and the American Laryngological Association ; 
member of the American Laryngological, Rhinological and Oto- 
logical Society, American Otological Society, Inc., and the New 
England Otological and Laryngological Society; fellow of the 


American College of Surgeons; served with the Harvard medi- - 


cal unit attached to the British army in France during World 
War I; chief of the otolaryngology and rhinology staff, Wal- 
tham (Mass.) Hospital; consulting otolaryngologist, Cambridge 
(Mass.) Hospital and the Emerson Hospital, Concord; oto- 
laryngologist, Burbank Hospital, Fitchburg; surgeon to the 
Massachusetts Eye and Ear Infirmary and the Massachusetts 
General Hospital; chief otolaryngologist to the Robert Breck 
Brigham Hospital and the Massachusetts Women’s Hospital, 
where he died April 19, aged 56, of coronary thrombosis. 


William Presley Dingle ® Colonel, U. S. Army, retired, 
Mission, Texas; Illinois Medical College, Chicago, 1908; com- 
pleted the courses at the Army Medical School and Medical 
Field Service School; appointed a lieutenant in the medical 
reserve corps of the U. S. Army and assigned to duty Nov. 1, 
1918; commissioned in the medical corps of the regular army 
on July 1, 1920 in the same grade; promoted through the 
various grades to that of colonel; retired in February 1943 for 
physical disability; in June 1941 was assigned as commanding 
officer of the 12th Station Hospital at Camp Forrest, Tenn., 
and later sent to Camp Callan, Calif.; specialist certified by 
the American Board of Otolaryngology; member of the Asso- 
ciation of the Military Surgeons of the United States; died in 
the Army Air Forces Hospital March 2, aged 60, of coronary 
occlusion. 

Frank A. Nobiletti ®@ Forest Hills, N. Y.; Columbia 
University College of Physicians and Surgeons, New York, 
1936; specialist certified by the American Board of Orthopaedic 
Surgery, Inc.; fellow of the American College of Surgeons; 
instructor in orthopedics and fractures, and surgeon to the 
athletic teams at his alma mater; interned and later served 
a residency in orthopedics at the Bellevue Hospital; served a 
residency in the department of fractures at the Presbyterian 
Hospital; a member of the attending orthopedic staffs at the 
Jamaica Hospital, Mary Immaculate Hospital, Queens General 
Hospital, Triboro Hospital ir? Jamaica, Lutheran Hospital, 
Seton Hospital and the Presbyterian Hospital in New York, 
where he died April 21, aged 34, of a pulmonary embolism 
following atypical pneumonia. 


Carl Thorburn Harris @ Rochester, N. Y.; Harvard 
Medical School, Boston, 1916; assistant professor of orthopedic 
surgery at the University of Rochester School of Medicine 
and Dentistry; specialist certified by the American Board of 
Orthopedic Surgery, Inc.; member of the American Orthopedic 
Association and the American Academy of Orthopaedic Sur- 
geons; interned at the Boston City Hospital; served overseas 
with Base Hospital number 7 as an orthopedic surgeon during 
World War I; teaching fellow, surgical pathology, at his alma 
mater, 1919-1920; chief of the orthopedic service, Genesee Hos- 
pital; attending orthopedic surgeon, Highland Hospital; asso- 
ciate visiting surgeon, Rochester General Hospital; died at his 
home in Honeoye Falls April 17, aged 54, of coronary occlusion. 

Solomon J. Appelbaum, Rochester, N. Y.; Johns Hopkins 
University School of Medicine, Baltimore, 1908; member of the 
American Medical Association and the Rochester Academy ot 
Medicine; past president of the Medical Society of the County 
of Monroe and the Rochester Pathological Society; served as 
director of the Monroe County Tuberculosis and Health Asso- 
ciation and the city welfare medical bureau; consultant in 
medicine at the University of Rochester School of Medicine and 
Dentistry; on the staffs of the Strong Memorial, Rochester 
General, Park Avenue, Monroe County and the Rochester State 
hospitals; past president of the Jewish Social Service Bureau: 
died in Miami. Beach, Fla., April 10, aged 63, of coronary 
thrombosis. 
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Thomas Dempsey McKinney, Nashville, Tenn.; Vander- 
bilt University School of Medicine, Nashville, 1913; since 1936 
associate professor of clinical surgery at his alma mater and 
since 1939 clinical professor of neurosurgery at the Meharry 
Medical College; at one time president of the Middle Ten- 
nessee Medical Society; served seventeen months overseas with 
the Vanderbilt Medical Unit during World War I, attaining the 
rank of captain; on the staffs of the Vanderbilt University 
Hospital, Protestant Hospital, Nashville General Hospital and 
St. Thomas Hospital, where he died April 12, aged 57, of 
arteriosclerotic heart disease. 

Emil Frederick Baur, Milwaukee; University of Michigan 
Department of Medicine and Surgery, Ann Arbor, 1900; for- 
merly on the faculty as associate clinical professor of laryn- 
gology, rhinology and otology at the Marquette University 
School of Medicine; served during World War I; on the 
consulting staff, eye, ear, nose and throat department, Mount 
Sinai Hospital, where he died April 4, aged 65, of cerebral 
thrombosis. 

Joseph Selic Bendetson ® Brooklyn; University and Belle- 
vue Hospital Medical College, New York, 1920; on the staff 
of the Jewish Hospital; died March 6, aged 53, of coronary 
thrombosis. 

Frederick O. Blattner, St. Louis; American Medical Col- 
lege, St. Louis, 1901; died in the Desloge Hospital March 12, 
aged 71, of heart disease. 

James Alfred Boyer, Carmi, Ill.; Barnes Medical College, 
St. Louis, 1899; served during World War I; for twenty years 
coroner of White County; for many years medical examiner 
for the Prudential Life Insurance Company; served on the 
staff of the Veterans Administration Facility in Dayton, Ohio; 
died March 22, aged 72, of coronary thrombosis. 

Mackall R. Bruin @ Los Angeles; University of Maryland 
School of Medicine, Baltimore, 1895; served as chief consultant 
in surgery and later as honorary chief consultant at the Metho- 
dist Hospital; died March 10, aged 77, of chronic myocarditis 


and pefnicious anemia. 


William Herbert Carrigan ® Summerton, S. C.; Medical 
College of the State of South Carolina, Charleston, 1911; 
served on the staff of the Roper Hospital in Charleston; mem- 
ber of the county draft board; died in April, aged 59, of 
coronary occlusion. 


Marvin A. Cowden, Shannon, Miss.; Memphis (Tenn.) 
Hospital Medical College, 1904; member of the American 
Medical Association; member of the board of aldermen; died 
April 5, aged 65, of coronary thrombosis. 

John Benjamin Frank, Lexington, Ky.; Kentucky School 
of Medicine, Louisville, 1898; veteran of the Spanish-American 
War and World War I; died in the Veterans Administration 
Facility April 8, aged 69, of carcinoma of the lung. 


Jeremiah Augustine Greene, Cambridge, Mass.; Harvard 
Medical School, Boston, 1913; member of the American Medical 
Association; medical examiner of Middlesex County; on the 
staff of the Cambridge Hospital; vice president of the Univer- 
sity Trust Company and North Cambridge Cooperative Bank; 
died April 5, aged 59, of angina pectoris. 

George C. Grimes, Aspen Hill, Tenn.; University of Ten- 
nessee Medical Department, Nashville, 1901; member of the 
American Medical Association; past president of the Giles 
County Medical Society; died April 6, aged 79, of heart disease. 


John Peter Guilfoyle, Evansville, Wis.; Northwestern 
University Medical School, Chicago, 1904; member of the 
American Medical Association; examining -physician for the 
Rock County Selective Service Board number 2; a member of 
the American Association of Railway Surgeons, serving as local 
physician for the Chicago and Northwestern System; died in a 
hospital at Madison, April 13, aged 62, of cerebral hemorrhage, 
heart disease and tumor of the kidney. 

Mathias Grove-Hagen ® Richmond, Va.; Medical College 
of Virginia, Richmond, 1910; served during World War I; 
formerly instructor in medicine at his alma .mater; member 
of the Richmond Academy of Medicine; served as physician to 
St. Joseph’s Orphanage for many years; died April 2, aged 65, 
of hypertensive cardiovascular disease. 

John Dunlop Hamill, Brooklyn; Cornell University Medi- 
cal College, New -York, 1901; formerly on the staff of the 
Misericordia Hospital, New York, where he died April 14, 
aged 66, of cirrhosis of the liver. 

Milton Bruce Hansen ® Moline, IIl.; the Schgol of Medi- 
cine of the Division of the Biological Sciences, University of 
Chicago, 1936; secretary of the Rock Island County Medical 
Society ; past president of the staff of Moline Public Hospital, 
where he died April 15, aged 40, of cerebral hemorrhage. 
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Samuel Hirschberg, Newark, N. J.; University and Belle- 
vue Hospital Medical’ College, New York, 1905; died in April, 
aged 60, of coronary occlusion. 

Samuel Edward Hughes ® Danville, Va.; College of Phy- 
sicians and Surgeons, Baltimore, 1891; served as vice president 
of the Society of Chest Physicians of Virginia; resigned in 
1940 as medical director of the Hilltop Sanatorium, of which 
he had been the co-founder; served several terms on the city 
council; president of the Piedmont Hardware Company; died 
April 9, aged 80, of myocarditis. 

Louis Cornelius Jurgens, Midland Park, N. J.; the Hahne 
mann Medical College and Hospital, Chicago, 1901; died April 
12, aged 75, of carcinoma of the pancreas. 

Chad Johnson Kelso, Orlando, Fla.; University of Louis- 


‘ville School of Medicine, 1940; formerly on the staff of the 


H. F. Long Hospital -in Stateville, N. C.; served a residency 
at the Central Prison Hospital in Raleigh, N. C.; interned at 
the St. Elizabeth Hospital in LaFayette, Ind, and the Orange 
General Hospital, where he died April 1, aged 30, of coronary 
occlusion. ° 

William C. King @ Helena, Ark.; Memphis (Tenn.) Hos- 
pital Medical College, 1901; member of the staff of Helena 
Hospital ; died March 27, aged 68. 

Junius P. Kinsey, Pinetta, Fla.; St. Louis College of Phy- 
sicians and Surgeons, 1901; died in the Little-Griffin Hospital, 
Valdosta, Ga., April 1, aged 72, of brain injury and fracture 
of the skull sustained in an automobile accident. 

Pearl Elizabeth Koch, San Francisco; Washington. Uni- 
versity School of Medicine, St. Louis, 1938; member of the 
American Medical Association; served on the staff of the Chil- 
dren’s Hospital, where she died April 7, aged 37. 


William L. Lancaster, Trenton, Fla.; Georgia College of 
Eclectic Medicine and Surgery, Atlanta, 1908; died April 8, 
aged 66, of heart disease. 

Walter Harrison Loomis, Willoughby, Ohio; Cleveland 
Homeopathic Medical College, 1904; veteran of the Spanish- 
American War; died in the Huron Road Hospital, East Cleve- 
land, April 17, aged 71, of congestive heart disease and 
bronchopneumonia. 


Hugh Robert Miller, Lamont, Miss.; University of Ten- 
nessee Medical Department, Nashville, 1891; served as a captain 
in the medical corps of the U. S. Army during World War I; 
died in the King’s Daughters’ Hospital at Greenville, April 19, 
aged 73, following an operation for acute pancreatitis and gall- 
bladder infection. 

Robert Fisher Monteith ® Redwood City, Calif.; Rush 
Medical College,-Chicago, 1930; past president of the San Mateo 
County Medical Society; member of the San Mateo County 
Sanity Commission; operated the Monteith Clinic since 1941; 
after serving an internship at the Southern Pacific General 
Hospital in San Francisco became a resident physician at the 
Mills Memorial Hospital in San Mateo, where he was later a 
member of the regular staff and where he died April 10, aged 42, 
of leukemia. 

Harold William Pankow, Wauwatosa, Wis.; Marquette 
University School of Medicine, Milwaukee, 1938; member of 
the Ameritan Medical Association; found dead in bed April 4, 
aged 31, of chronic endocarditis and myocarditis. 

Harry Parsons, Chicago; the Hahnemann Medical College 
and Hospital, Chicago, 1880; died April 27, aged 86. 

Louis Petruska, Philadelphia; Medico-Chirurgical College 
of Philadelphia, 1903; member of the American Medical Asso- 
ciation; died April 5, aged 73, of carcinoma of the stomach. 

Robert McNair Purdie @ Houston, Texas; Northwestern 
University Medical School, Chicago, 1923; fellow of the Ameri- 
can College of Physicians; on the staffs of St. Joseph's 
Infirmary and the Hermann and Memorial hospitals; died 
April 9, aged 46, of subarachnoid hemorrhage. 

Ida B. Putnam, Chicago; Hering Medical College, Chi- 
cago, 1897; died April 11, aged 80, of chronic myocarditis. 

John Bruce Ramsey, Forest, Texas; Vanderbilt Univer- 
sity School of Medicine, Nashville, Tenn., 1891; member of 
the American Medical Association; died in the Nan Travis 
Hospital, Jacksonville, February 12, aged 78, of meningitis, 
typhus and bronchitis. 

Joseph Spangler Rardin @ Portsmouth, Ohio; Starling 
Medical College, Columbus, 1890; fellow of the American Col- 
lege of Surgeons; president of the Ohio State Medical Associa- 
tion in 1923; medical officer in*the U. S. Army during World 
War I; member of the staff and for many years instructor 
of nurses at the Portsmouth General Hospital; surgeon for the 
Norfolk and Western Railway Company; died March 7, aged 
82, of coronary occlusion. " 














460 DEATHS 


James Henry Rawlings, Lynchburg, Va.; University of 
Virginia Department of Medicine, Charlottesville, 1898; mem- 
ber of the American Medical Association; on the staffs.of the 
Baptist Hospital and the Memorial Hospital, where he died 
April 3, aged 74, of cerebral hemorrhage. 

Erich Theodor Richter @ Spokane, Wash.; Julius- 
Maximilians-Universitat Medizinische Fakultat, Wiurzburg, 
Bavaria, Germany, 1890; past president of the Spokane County 
Medical Society; died March 12, aged 78, of congestive heart 
disease and mitral insufficiency. 

Charles Alton Rutherford, Seattle; McGill University 
Faculty of Medicine, Montreal, Que., Canada, 1901; member 
of the American Medical Association; died March 20, aged 
69, of carcinoma. 

William John Ryan ® Philadelphia; University of Penn- 
sylvania School of Medicine, Philadelphia, 1911; member of the 
founders group of the American Board of Surgery; fellow of 
the American College of Surgeons and the Philadelphia Col- 
lege of Physicians; on the courtesy staffs of the Germantown 
and Chestnut Hill hospitals; on the scaffs of St. Vincent’s 
Hospital for Women and Children, St. Agnes Hospital and 
St. Mary’s Hospital, where he died April 19, aged 58, of pop- 
liteal and mesenteric thrombosis. 

Albert F. E. Schierbaum, Mount Angel, Ore.; Washing- 
ton University School of Medicine, St. Louis, 1894; on the 
staff of the Silverton Hospital, Silverton; died March 28, aged 
72, of chronic myocarditis. 

George S. Self, Paragould, Ark. (licensed in Arkansas in 
1903); formerly county judge; on the staff of the Dickson 
Memorial Sanitarium; died March 18, aged 68, of heart 
disease. 

John Francis Sheedy @ Lawrence, Mass.; Baltimore Uni- 
versity School of Medicine, 1898; died April 2, aged 73, of 
coronary thrombosis. 

Lillian Shields ® Piedmont, Calif.; Cooper Medical Col- 
lege, San Francisco, 1902; died March 22, aged 71, of carcinoma. 

Richard Oliver Simmons ® Alexandria, La.; Louisville 
(Ky.) Medical College, 1892; president of the Louisiana State 
Medical Society in 1912; past president of the Rapides Parish 
Medical Society; member of the Southeastern Surgical Con- 
gress; fellow of the American College of Surgeons; for many 
years health officer of Rapides Parish; on the staff of the 
Baptist Hospital, where he died April 10, aged 76, of heart 
disease. 

Charles Edward’ Simpson, Cedar Rapids, lowa; College 
of Physicians and Surgeons of Chicago, School of Medicine of 
the University of Illinois, 1898; died March 14, aged 71, 
of uremia and nephritis. 

Vergil Rex Sink, Winston-Salem, N. C.; University of 
Pennsylvania School of Medicine, Philadelphia, 1928; member 
of the American Medical Association and the American Acad- 
emy of Ophthalmology and Otolaryngology; specialist certified 
by the American Board of Otolaryngology; on the staffs of 
the North Carolina Baptist Hospital and the City Memorial 
Hospital, where he died March 28, aged 45, of coronary 
thrombosis. 

Thomas Martin Smith, Jeffersonville, Ind.; Hospital Col- 
lege of Medicine, Louisville, Ky., 1906; served during World 
War I; died March 29, aged 62, of cerebral hemorrhage and 
uremia. 

Robert Rice Snively, Chicago; University of Illinois Col- 
lege of Medicine, Chicago, 1940; member of the American 
Medical Association; interned at the Research and Educational 
Hospitals; served a residency at the St. Francis Hospital in 
Blue Island, Ill.; on the courtesy staff of Wesley Memorial 
Hospital, where he died April 19, aged 32, of thrombosis of 
the inferior and superior vena cava. 

Walter C. Sooy, Woodcrest, N. J.; Hahnemann Medical 
College and Hospital of Philadelphia, 1890; formerly police 
surgeon; died March 30, aged 75, of nephritis, diabetes mellitus 
and osteomyelitis of the left tibia. 

William James Sweeney, Weehawken, N. J.; Albany 
Medical College, Albany, N. Y., 1911; féllow of the American 
College of Surgeons; past president of the board of education; 
attending surgeon, Christ Hospital, Jersey City; member of 
the courtesy staff of the Holy Name Hospital, Teaneck; for 
many years a physician for the New York Central Railroad; 
died April 22, aged 62, of heart disease. 

Robert Campbell Tarbell, Columbus, Ohio; Medical Col- 
lege of Ohio, Cincinnati, 1897; past president of the Columbus 
Academy of Medicine; died in the Grant Hospital, Columbus, 
April 18, aged 74, of myocarditis. 
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William Bibb Thornhill, Lynchburg, Va., Hospital Col- 
lege of Medicine, Louisville, Ky., 1886; member of the Ameri- 
can Medical Association; served on the city board of health for 
many years; on the staffs of the Virginia Baptist and Lynch- 
burg General hospitals; died April 3, aged 82, of embolism. 

Speare Owen. Turner, Jackson, La.; University of the 
South Medical Department, Sewanee, Tenn., 1909; Memphis 
(Tenn.) Hospital Medical College, 1910; served during World 
War I; major, medical reserve corps, U. S. Army, not on 
active duty; formerly Beauregard parish coroner and health 
officer; for many years a member of the staff of the East 
Louisiana State Hospital; died April 13, aged 60, of arterio- 
sclerotic heart disease. } 

Joseph Atwood Van Arsdall, Nicholasville, Ky.; Univer- 


sity of Louisville Medical Department, Louisville, 1891; mem- 


ber of the American Medical Association; president of the high 
school board and vice president of the Farmers Bank; died 
April 14, aged 76, of carcinoma of the prostate with metastases. 

Ernest Davis Vanderburgh, West Fulton, N. Y.; Univer- 
sity “of the City of New York Medical Department, New York, 
1894; for many years a medical missionary in China; formerly 
affiliated with the Asheville (N. C.) Farm School; died in 
Gilbertsville April 21, aged 74, of subarachnoid hemorrhage. 

William Claybourne White ® Louisville, Ky.; Atlanta 
College of Physicians and Surgeons, Atlanta, Ga., 1905; fellow 
of the American College of Surgeons; served in the medical 
corps of the U. S. Army during World War I; died in St. 
Joseph Infirmary April 6, aged 73, of coronary thrombosis. 

Thomas Alfred Whitfield ® Nashville, Tenn.; University 
of Nashville Medical Department, 1908; a first lieutenant in 
the medical corps of the U. S. Army during World War I; 
member, Selective Service Board, during World War II; 
captain in the Civil Air Patrol; formerly on the staffs of St. 
Thomas, Protestant and Nashville General hospitals; member 
of the Middle Tennessee Medical Association, Southern Medical 
Association and the Nashville Academy of Medicine; died 
April 8, aged 58, of coronary occlusion. 

Hugh Williams ® Boston; Harvard Medical School, 
Boston, 1898; member of the American. Surgical Association 
and the New England Surgical Society; fellow of the Ameri- 
can College of Surgeons; consulting surgeon, Massachusetts 
General Hospital; served for many years on the staffs of 
hospitals in Natick, Gardner and Peabody, Mass., and Brattle- 
boro, Vt.; died February 22, aged 72, of terminal broncho- 
pneumonia. 


DIED WHILE IN MILITARY SERVICE 






Roger Sherman Downs ® Licutenant (MC), U. S. 
Navy, Litchfield, Conn.; Harvard Medical School, Boston, 
1936; served an internship and residency at the Strong 
Memorial and Rochester Municipal. Hospitals in Roch- 
ester, N. Y.; served a residency at the Peter Bent Brig- 
ham Hospital in Boston; began active duty as a lieutenant 
(jg) in the medical corps of the U. S. Navy in October 
1942; later promoted to lieutenant; for the past two 
years has been on duty in North Africa, Sicily and Italy; 
recently assigned to duty with the Third Naval District 
Headquarters, New York; found dead in bed in New 
York February 6, aged 34, of arteriosclerosis of the cor- 
onary arteries and shock. 

Robert Charles Gavin, Fond du Lac, Wis.; University 
of Wisconsin Medical School, Madison, 1943; interned at 
the Cincinnati General Hospital; entered the medical corps 
of the U. S. Naval Reserve as a lieutenant (jg) on March 
20, 1943; began active duty on Jan. 10, 1944; medical officer 
aboard the U. S. S. Monaghan, a 1,300 ton destroyer 
assigned to Admiral Halsey’s Third Fleet; drowned in the 
Asiatic area Dec. 18, 1944, aged 26, when the Monaghan 
and two other ships capsized in a typhoon that struck the 
carrier task force to which the three ships were assigned. 


James Donal O’Connor, Peoria, Ill.; St. Louis Uni- 
versity School of Medicine, 1930; member of the American 
Medical Association; interned at De Paul, Missouri Pacific 
and Barnard Free Skin and Cancer hospitals, all in St. 
Louis ; commissioned a captain in the medical corps, Army 
of the United States, Aug. 31, 1942; began active duty on 
Oct. 2, 1942; assistant chief of medical service at the Air 
Force Base Hospital at Eglin Field, Fla.; died in Coral 
Gables, Fla., February 24, aged 39, of increased intracranial 
pressure caused by brain tumor of the right temporal lobe. 
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Correspondence 


THE WAGNER-MURRAY-DINGELL BILL 


To the Editor:—On Thursday, May 24, I introduced with 
Senator Murray a bill, S. 1050, entitled “The Social Security 
Amendments of 1945.” The bill provides for “the national 
security, health and public welfare.” Representative Dingell 
of Michigan introduced a companion bill (H. R. 3293) in the 
House at the same time. 

I particularly invite your earnest study of the provisions of 
the bill relating to health. There is absolutely no intention on 
the part of the authors to “socialize” medicine, nor does the 
bill do so. We are .opposed to socialized medicine or to state 
medicine. . The health insurance provisions of the bill are 
intended simply to provide a method of paying medical costs in 
advance and in small convenient amounts. 

During the formulation of this bill, we have benefited greatly 
from the constructive advice and suggestions of practicing 
physicians, and of physicians in clinical and teaching positions. 
Their constructive ‘suggestions have resulted in changes in the 
bill which we presented in the last Congress. Undoubtedly 
other changes will be made before this bill is enacted into law. 
We wish to have it known that we invite constructive sugges- 
tions from the medical profession. 

In addition, members of the medical profession will be given 
full opportunity to voice their opinions in open hearings when 
the bill is considered in committee. 

I hope that you will print this letter in THE JourNAL and 
that you will join me in urging the medical profession to under- 
take an earnest study of the actual provisions of the bill. In 
this way you can help immeasurably in avoiding misunderstand- 
ing and misinterpretation of the legislation and in stimulating 
physicians and medical and hospital organizations to come for- 
ward with constructive suggestions and advice. 


Rosert F. WAGNER, 
United States Senate, 
Washington, D. C. 
THE DISCOVERY OF ANTIBIOTICS IN 
GENERAL AND PENICILLIN 
IN PARTICULAR 


To the Editor:—Two main stages characterize the develop- 
ment of: penicillin’ studiés: (1) the discovery of the antagonism 
between certain ‘micro-organisms including molds and (2) the 
sequence of attempts to concentrate and isolate antibiotics. Dur- 
ing the first stage, observations were accumulated on the bac- 
teriostatic, bactericidal and ‘lytic effects of various molds. The 
discovery. of the antibiotic action of molds on bacteria was by 
no means necessarily linked to observations on penicillin alone. 
True, Fleming showed that within the group of Penicillium the 
notatum strain singularizes itself with regard to the secretion 
of penicillin. However, Fleming’s casual observation in 1929, 
Which happened to deal with the particular strain of Penicillium 
notatum, did not represent the beginning of the aforementioned 
period. Several years before him, in 1924 and 1925, Gratia 
described at length very closely related phenomena regarding 
the lytic effect determined by the action of molds on bacteria. 
He was handling at the time various species and according to 
his indications it may well be that Penicillium notatum was 
included in some of his experiments. In 1921 Lieske described 
similar findings, as recalled by Gratia himself. 

What is entirely personal to Fleming is his early observation 
in 1922 on what he called lysozyme, a principle which he con- 
siders an enzyme and which he identified in tears. It was 
described as having a bactericidal effect’ on saprophytes of the 
air and it apparently was considered’ to be an endogenous 
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property of lacrimal secretions. Lysozyme has also been identi- 
fied in egg white by Fleming. 

Only when the second stage of research on antibiotics was 
given a start in 1932, when Raistrick began to produce peni- 
cillin and when Florey and Chain followed in 1936, did the 
science of antibiotics develop considerably. This period, which 
is characterized by the attempts to isolate and concentrate anti- 
biotics, is a result of four years of painstaking work accom- 
plished by Florey, Chain and others. With this purpose in 
mind, the. choice of penicillin as the most suitable antibiotic 
to work with was relevant. The outstanding merit of these 
workers was to have foreseen the possible use in the future of 
antibiotics as new therapeutic agents against certain infections, 
to have selected Penicillium notatum as the most appropriate 
material to start with and finally to have succeeded in extracting 
penicillin, 

The main object of this note is to put into proper perspective 
the work of A. Gratia in the sequence of observations of anti- 
biotic action of molds on pathogenic bacteria. 


Synopsis of Observations Enumerated by Fleming 


as Compared to Gratia’s 








Fleming 


1. Staphylococcus colonies became 
transparent and were obviously 
undergoing lysis under the action 
of a contaminating mold (1929) 


2. The fungus filtrates proved to 
be strongly inhibitory against pyo- 
genic cocci and diphtheric bacilli 
but were inefficient where some 
other bacteria were concerned 


3. Penicillin may be an effective 
antiseptic for applications to, or 
injection into, areas infected with 
penicillin sensitive microbes 


jratia 


1. Remarkable clarification of a 
staphylococcic medium by a “small 
white fungus bearing the charac- 
teristics of streptothrix’”’ (1924) 


2. (a) The active principle sepa- 
rated from the fungus by filtration 
is capable of dissolving a new 
emulsion of staphylococci (1924) 

(b) These antibiotics obtained 
from mold cultures produce the 
lysis of several germs, including 
gonococci (1925 *) 


3. (a) Such antibiotics can be 
injected parenterally into animals 
and into men in large quantities 
without ill effects ¢ 


(b) Patients suffering from the 
staphylococcic infections have been 
cured with such antibiotics 





* A. Gratia and S. Dath (1925): “In an ampule of contaminated 
enterovaccine we have found a variety of streptothrix very active against 
the dysenteric typhoidal and paratyphoidal species. From a _ culture 
containing contaminated carbuncular bacillus, completely clarified, we 
extracted a variety of Penicillium glaucum which dissolves carbuncular 
bacterium.” 

¢ 1931, in collaboration with Alexander and Jaumain. 


Gratia and his associates as early as 1924 stipulate in the 
most explicit way that they had prepared mycolysates bearing 
antibacterial potency. This was five years before Fleming’s 
work. 

Clearly, as shown in the accompanying synopsis comparing 
the observations of Fleming and of Gratia, Fleming’s obser- 
vations are much in agreement with Gratia’s earlier dis- 
coveries. This is especially true when the latter mentions 
having used the mycelium steep liquor after having crushed the 
hyphae. The facts cited by the two investigators are almost 
identical, but the species ef molds they used may have been 
different. With regard to therapeutic applications, however, 
Fleming and Gratia had different ideas in mind. The former 
mentioned the therapeutic value of the antibacterial effect of 
the mold itself, as a prognostication, whereas Gratia’s line 
of thought was polarized toward vaccination. The injecting 
maferial used by Gratia was in every instance a mixture of 
mother liquor from the fungi, i. e. the lytic agent and dis- 
integrated bacteria. He was primarily concerned with the 
antigenic substances contained in his mixtures, which derived 
from the dissolved bacteria but not with the bactericidal prin- 
ciple of his mixtures which derived from this mold. 
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The facts of outstanding and also of practical value on which 
all the emphasis should be laid belong to the Oxford scientists, 
who under the leadership of Chain and Florey have found: 

1. A method for increasing the yield of penicillin preparations 
and greater. reliability in measuring their antibacterial power 
(1940). 

2. The original method for large scale production (1941). 

3. The proof that purified penicillin preparations lack toxicity 
even in very high doses. 

4. Outstanding clinical results obtained in a great many infec- 
tious diseases and in some cases in which sulfonamide com- 
pounds have failed. E. J. Brcwooo, M.D. 


Adviser to the Belgian Government; Professor 
at the University of Brussels. 


L. J. De Merre, Px.D. 
Washington, D. C. 


Bureau of Legal Medicine 
and Legislation 


MEDICOLEGAL ABSTRACTS 





Medical Practice Acts: Failure to Keep Records of 
Narcotics Dispensed as Crime Involving Moral Turpi- 
tude.—Brainard, who was licensed to practice medicine in 
California, was charged with violating section 11225 of the 
Health and Safety Code, California, Statutes 1939, page 761, in 
failing to keep records of narcotics dispensed. He pleaded 
guilty and was given a suspended sentence of one day. Later 
proceedings to revoke his license were instituted before the 
board of medical examiners, charging that he was guilty of 
unprofessional conduct and alleging that the conviction just 
referred to constituted a conviction for a crime involving moral 
turpitude, which under the applicable California statutes is 
unprofessional conduct. After a hearing the board revoked his 
license and he filed with the superior court, Los Angeles County, 
a petition for a writ of mandate to require the board to restore 
his license. From a judgment in favor of the board, he appealed 
to the district court of appeal, second district, division 2, 
California. 

Brainard contended that the evidence adduced before the 
board was insufficient to justify the revocation of his license. 
He argued that the offense of which he was convicted was not 
a crime involving moral turpitude and he pointed to the fact 
that after that conviction on his plea of guilty he was given a 
suspended sentence of one day. The board of medical examiners, 
said the appellate court, has authority to revoke the certificate 
of a physician who is found guilty of unprofessional conduct 
and it is expressly provided by statute that conviction of any 
offense involving moral turpitude constitutes unprofessional con- 
duct. Business and Professions Code, sec. 2383. The section 
of the Health and Safety Code, for the violation of which 
Brainard was sentenced, makes it a public offense for any one 
to administer or dispense narcotics without making a record of 
the transaction, which record is open to inspection by specified 
state officers. True, that offense is not a felony; but the section 
of the Business and Professions Code just referred to does not 
require the offense of which the holder of a license is convicted 
to be a felony. It is merely required that the conviction be 
“of any offense involving moral turpitude.” Whether or not 
the offense committed did in fact involve moral turpitude 
depends on all of the surrounding circumstances. The board 
of medical examiners was not limited by the sentence imposed 
by the court by which Brainard was convicted of the offense. 
The board was justified in hearing evidence concerning all of 
the circumstances surrounding the offense for the purpose of 
determining if indeed moral turpitude was involved, and the 
same rule was applicable when Brainard filed his application 
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for a writ of mandate in the lower court. The record before 
this court, continued the court, contains ample evidence to sus- 
tain the board’s finding that Brainard was guilty of an offense 
involving moral turpitude. An inspector for the Division of 
Narcotic Enforcement testified that on a certain day he and 
another inspector gave marked money to a narcotic addict, who 
then entered Brainard’s office and returned with narcotics. 
According to the testimony, the same procedure was followed 
two days later and the marked money was recovered from 
Brainard. When confronted by the inspectors Brainard asserted 
that although he had read the state narcotic act he did not 
know that he had to keep records and that the addict in ques- 
tion was a sick man. An examination of Brainard’s records 
and of his stock disclosed a shortage in his supply of narcotics. 
The markings on the arm of the addict and his general physical 
appearance indicated quite clearly that he was a narcotic addict. 
The court accordingly concluded that the evidence referred to 
was sufficient to sustain the board’s finding that Brainard was 
guilty of an offense involving moral turpitude. 

Brainard next contended that he was deprived of his license 
without due process of law, basing his assertion on the fact that 
he was charged in the complaint filed with the board of medi- 
cal examiners with the commission of a misdemeanor. But, 
answered the court, in the charge before the board it was set 
forth that Brainard had been convicted of a crime involving 
moral turpitude, and although it was specifically set forth that 
he was guilty of violating section 11225 of the Health and 
Safety Code, the language of the charge was such that Brainard 
was notified that he would be called on to meet the accusa- 
tion that the circumstances surrounding the commission of the 
offense involved moral turpitude. He was given an opportunity 
to meet this charge at the hearing which was accorded him. 
It is not claimed that a charge of unprofessional conduct may 
not be based on the furnishing of narcotics to an addict. 

The order of the board revoking his license to practice medi- 
cine, in effect, was affirmed—Brainard v. Board of Medical 
Examiners of California, 157 P. (2d) 7 (Calif., 1945). 





Medical Examinations and Licensure 





COMING EXAMINATIONS AND MEETINGS 





BOARDS OF MEDICAL EXAMINERS 
BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


Examinations of the boards of medical examiners and boards of exam- 
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Current Medical Literature 


AMERICAN 


The Association library lends periodicals to members of the Association 
and to individual subscribers in continental United States and Canada 
for a period of three days. Three journals may be borrowed at a time. 
Periodicals are available from 1935 to date. Requests for issues of 
earlier date cannot be filled. Requests should be accompanied by stamps 
to cover postage (6 cents if one and 18 cents if three periodicals are 
requested). Periodicals published by the American Medical Association 
are not available for lending but can be supplied on purchase order. 
Reprints as a rule are the property of authors and can be obtained for 
permanent possession only from them. 


Titles marked with an asterisk (*) are abstracted below. 


American Heart Journal, St. Louis 
29:281-418 (March) 1945 


Potential Variations of Thorax and Esophagus in Anomalous Atrio- 
ventricular Excitation (Wolff-Parkinson-White Syndrome). F. F. 
Rosenbaum, H. H. Hecht, F. N. Wilson and F. D. Johnston.—p.. 281. 

Pulmonary Roentgenographic Changes Due to Mitral Stenosis Simu- 
lating Those Due to Silicosis. H. W. Ryder and H. G. Reineke. 
—p. 327. 

Incidence of Heart Disease in Puerto Rico: Statistical Analysis of 
1,081 Cases. R. M. Suarez.—p. 339. 

Effect of Lanatoside C on Physiologic State of Organically Diseased 
Hearts Before Symptoms and Signs of Heart Failure Appear. 
E. W. Erickson and G. E. Fahr.—p. 348. 

Validity of Einthoven Triangle Hypothesis. E. Goldberger.—p. 369. 

Effect of Atropine on Prolongation of PR Interval Found in Acute 
Rheumatic Fever and Certain Vagotonic Persons. R. W. Robinson. 
—p. 378. 

*Effect of Experimental Coronary Artery Ligation on Coenzyme I and 
Cocarboxylase Content of Myocardium of Dog. W. M. Govier. 
—p. 384. 

Effect of Diathermy on Coronary Flow: Experimental Study on Dogs. 
J. A. Mart and J. R. Miller.—p. 390. 

Sugar Tolerance in Neurocirculatory Asthenia. R. A. Steven.—p. 396. 

Paroxysmal Auricular Tachycardia Due to Reciprocal Rhythm. M. 
Naim.—p. 398. 

*Apparent Arrest of Staphylococcal Endocarditis. W. J. MacNeal, C. A. 
Poindexter and F. N. Marty.—p. 403. 


Effect of Coronary Artery Ligation.—Govier estimated 
cocarboxylase and coenzyme I in normal and ischemic heart 
muscle, with and without the administration of nicotinamide, 
riboflavin and succinate. He found that coenzyme I is destroyed 
to the extent of 70 to 83 per cent of normal in cardiac muscle 
rendered ischemic by coronary artery ligation. Nicotinamide, 
nicotinamide and riboflavin, and succinate, when administered 
intravenously before coronary ligation, protect to a great extent 
against such breakdown of coenzyme I. Nicotinamide and 
succinate are only fairly efficient in remedying this destruction 
when injected after the occlusion has been established. No 
significant change in tissue cocarboxylase occurs after coronary 
ligation. 

Apparent Arrest of Staphylococcic Endocarditis.—A 
man aged 36 with rheumatic heart disease, aortic and mitral 
insufficiency, Staphylococcus aureus bacteremia and bacterial 
endocarditis was treated with sulfadiazine. The treatment had 
to be discontinued because of renal irritation. Later he was 
treated with staphylococcus bacteriophage and thiobismol and 
after that with penicillin. Blood cultures, which had been con- 
sistently positive, became negative. MacNeal and his associates 
recognize that a diagnosis of staphylococcic mitral endocarditis 
may be disputed in the absence of an anatomic and cultural 
study of the cardiac valves themselves but believe that this 
patient actually suffered from bacterial mitral endocarditis 
caused by infection with Staphylococcus aureus and that the 
disease is now in a stage of arrest which may be permanent. 


American Journal of Diseases of Children, Chicago 
69: 141-202 (March) 1945 


Celiac Syndrome: I, Determination of Fat in Feces; Reliability of 
Two Chemical Methods and of Microscopic Estimate; Excretion of 
Feces and of Fecal Fat in Normal Children. Dorothy H. Andersen. 
—p. 141, 

Place of Contact and Radial Spread of Epidemic Poliomyelitis. A. E. 
Casey.—p. 152. 

Ascorbie Acid, Riboflavin and Thiamine Content of Chocolate Milk. 
A. D. Holmes, C. P. Jones, Anne W. Wertz and W. S. Mueller, 
—p. 157. 

Gastric and Duodenal Ulcers in Infancy and in Childhood. E. J. 
Donovan and T. V. Santulli—p. 176. 
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American Journal of Hygiene, Baltimore 
41:137-242 (March) 1945 

Incidence of Protective Antibodies Against Influenza Viruses A and 
B Among Cubillo Indians of Vaupés Territory, Colombia. J. M. 
Weir.—p. 137. 

*Studies on Incidence and Transmission of Filaria Wuchereria Ban 
crofti in Belem, Brazil. O. R. Causey, M. P. Deane, O, da Costa 
and L. M. Deane.—p. 143. 

Relationship Between Glycogen Depletion in Nematode Ascaridia Galli 
(Schrank) and Elimination of Parasite by Host. W. M. Reid. 
—p. 150. 

Sedimentation in Water and Specific Gravity of Cysts of Entamoeba 
Histolytica. Shih Lu Chang.—p. 156. 

*Studies of Distribution of Poliomyelitis Virus: I. In Environment of 
Sporadic Cases. H. E. Pearson and R. C. Rendtorff.—p. 16+. 

*Id.: II. In a Small Town, H. E. Pearson and R. C. Rendtorff.—p. 179. 

*Id.: III. In an Urban Area During an Epidemic. H. E. Pearson, 
G. C. Brown, R. C. Rendtorff, G. M. Ridenour and T. Francis J: 
—p. 188. 

Isolation of Hemolytic Streptococci from Throat Swabs: Experiments 
with Sodium Azide and Crystal Violet in Enrichment Broth. R. M. 
Pike—p. 211. 

Parasitemia and Length of Survival of Mice Infected with Trypano- 
soma Equiperdum. G. Chen, E. M. K. Geiling and R. M. MacHatton. 
—p. 221. 

Epidemiology of Acute Respiratory Infections Conditioned by Sulfon- 
amides: V, Carrier Epidemics of Sulfonamide Resistant Pneumo- 
cocci. M. Siegel, H. V. Karr and L. A. Julianelle.—p. 228. 
Incidence and Transmission of Filaria.—According to 

Causey and his associates, filariasis has long been known to 
be endemic in Belem (state of Para), Brazil. Studies on 
random samples of the human and mosquito population of Belem 
were made from November 1942 to December 1943 to investi- 
gate the current incidence and distribution of filariasis and the 
prevalence of infected mosquitoes. Both by the morphology of 
the embryo and also by the periodicity in the human host the 
filaria was recognized as Wuchereria bancrofti. Fourteen para- 
sitized persons were hospitalized to provide material for a 
study of periodicity. Blood samples of 20 cubic millimeters 
taken at three hour intervals from 8 patients over a twenty- 
four hour period showed nocturnal periodicity of microfilariae. 
All patients were negative at 3 p. m., 1 was positive at 6 p. m., 
5 were positive at 9 p. m., 7 were positive at midnight and all 
were positive at 3 a.m. At 6a. m. 7 were positive, at 9 a. m. 
6 were positive and by noon only 3 remained positive. Col- 
lectors visited houses in various sections of the city, made thick 
blood films from all persons encountered in each house and 
recorded all cases of elephantiasis observed. The examination 
of thick blood films from 5,000 persons revealed that 541 
(10.8 per cent) of this sample harbored microfilariae. Elephan- 
tiasis was observed in 1.3 per cent of the persons examined. 
If the cases of elephantiasis not showing microfilariae are 
included as true cases of filariasis the incidence rate of filariasis 
for the total sample of 5,000 persons is 12 per cent. An anal- 
ysis by age groups showed an increasing incidence of micro- 
filariae with age. The youngest person with microfilariae in 
the blood was a boy aged 2 years and the youngest person 
with elephantiasis was a boy aged 11 years. The principal 
vector was found to be Culex fatigans. Among 1,014 dissec- 
tions, 118 specimens were positive for filaria larvae. Anopheles 
darlingi and Anopheles aquasalis also were found naturally 
infected. 


Distribution of Poliomyelitis Virus.—Pearson and Rend- 
torff’s first study of the distribution of poliomyelitis virus was 
concerned with the environment of sporadic cases. Testing stool 
specimens from almost the entire population of a village where 
poliomyelitis occurred in an adult, they recovered virus only 
from the 6 year old son of the patient. Pools of specimens 
from 127 persons in 39 families were uniformly negative. Of 
30 persons associated with a poliomyelitis patient in a small 
town, virus was recovered only from the stools of a sibling 
aged 5 years and from 2 playmates aged 7 and 5 years of 
another family. No virus was detected in the stools of the 
associates of 2 patients on farms or of 2 patients in a small 
town. Virus was not recovered from fecal specimens from 
farm animals or from flies, mosquitoes or the brains and intes- 
tines of rats or mice from the environment of these sporadic 
cases. In the second study stool samples from nearly all the 
children under 16 years of age were tested for the presence 
of virus after the occurrence of 2 cases of poliomyelitis in a 
small town. Members of the families of the patients also were 
tested. Of 282 persons in 146 families, virus was recovered 
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from the brother and a group of 3 cousins of 1 patient and 
from children of 8 other families; 5 of these children were 
2 years of age. From the degree of association of those found 
to harbor the virus, it was concluded that personal association 
was the principal factor involved in the spread of infection 
within the community. The third study concerned the distri- 
bution of virus in a selected district of Fort Worth during 
the 1943 epidemic of poliomyelitis. Stools from 524 persons 
were tested for virus by inoculation into monkeys. Six of 8 
households, representing 27 familial contacts, were positive for 
virus, as were 8 of 45 households containing 80 nonfamilial 
contacts and 2 of 127 households representing 374 noncontacts. 
Virus was harbored by adults in 5 of the 6 positive households 
of familial contacts. Virus was not recovered from specimens 
of water, sewage, flies, ants, cockroaches or droppings of 
domestic animals. An agent that produced paralysis in mice 
and cotton rats was obtained from a pool of brains and intes- 
tines from 22 rats from the city dump. No virus was recovered 
from several batches of mice and rats collected in various other 
parts of the city. 


American Journal of Physiology, Baltimore 
143:325-461 (March) 1945. Partial Index 


Nervous Mechanisms of Muscularis Mucosae. C. E. King and M. H. 
Robinson.—p. 325. 

Comparison of Nutritive Value of Dextrose and Sucrose and of Effects 
Produced on their Utilization by Thiamine Hydrochloride. C. P. 
Richter and Katherine K. Rice.—p. 336. 

Self Selection Studies on Coprophagy as Source of Vitamin B Complex. 
C. P. Richter and Katherine K. Rice.—p. 344. 

Effect of Calcium Concentration on Prothrombin Time of Dogs Treated 
with Dicumarol. L. B. Jacques and A. P. Dunlop.—p. 355. 

Comparison in Intestine and Leg of Reflex Vascular Response to 
Carotid-Aortic Chemoreceptor Stimulation. T. Bernthal and F. J. 
Schwind.—p. 361. 

Effects of Temperature Change on Water Balance in Man. C. L. Con- 
ley and J. L. Nickerson.—p. 373. 

Response of Rats to Boron Supplements when Fed Rations Low in 
Potassium. J. T. Skinner and J. S. McHargue.—p. 385. 

Cardiac Response to Stimulation of Stellate Ganglia and Cardiac Nerves. 
R. E. Shipley and D. E. Gregg.—p. 396. 

Local Nature of Acquired Resistance to Trauma. S. M. Rosenthal, H. 
Tabor and R. D. Lillie.—p. 402. 

Evidence of Peripheral Action of Vitamin D from X-Ray Diffraction 
Studies. C. I, Reed and B. P. Reed.—p. 413. 

Influence of Aging in Man on His Capacity for Physical Work and on 
His Cardiovascular Responses to Exercise. P. M. Dawson and F. A. 
Hellebrandt.—p. 420. 

Seasonal Changes in Food Consumption and Rate of Growth of Albino 
Rat. H. L Campbell.—p. 428. 


Annals of Surgery, Philadelphia 
121:257-384 (March) 1945 


Report on Immersion Foot Casualties from the Battle of Attu. A. 
Lesser.—p. 257. 

Transthoracic Resection of Esophagus and Stomach for Carcinoma: 
Analysis of Postoperative Complications, Causes of Death and Late 
Results of Operation. R. H. Sweet.—p. 272. 

Selection of Time for Grafting of Skin to Extensive Defects Resulting 
from Deep Thermal Burns. H. J. McCorkle and H. Silvani.—p. 285. 

*Influence of Local Treatment of Burns on Liver Function. H. Salton- 
stall, J. Walker Jr., J. E. Rhoads and W. E. Lee.—p. 291. 


*Studies on Toxemia Syndrome After Burns: II. Central Nervous 
System Changes as Cause of Death. J. Walker Jr. and H. Shenkin. 
p. 301. 


Problem of Thrombophlebitis. D. R. Jensen.—p. 314. 
*Wheal Fluorescence: New Method of Evaluating Peripheral Vascular 
Diseases; Preliminary Report. J. L. Neller and E. R. Schmidt. 


-p. 328. 
Fooled Human Serum. E. B. Self, W. Thalhimer and J. Scudder. 
p- 338. 


Plasma Volume, “Available (Thiocyanate) Volume” and Total Circulat- 
ing Plasma Proteins in Normal Adults. G. E. Griffin, W. E. Abbott, 
M. P. Pride, E. Muntwyler, F. R. Mautz and Lois Griffith—p. 352. 

Malignant Granular Cell Myoblastoma Involving Urinary Bladder. A. 
Ravich, A. P. Stout and R. A. Ravich.—p. 361. 

Treatment of Actinomycosis with Penicillin. J. M. Walker and J. W. 
Hamilton.—p. 373. 

Burns and Liver Function.—Saltonstall and his associates 
studied liver function of patients with burns admitted to eleven 
hospitals in the Philadelphia area. Most of the patients were 
treated locally with petrolatum gauze and pressure dressings. 
A combination of the van den Bergh test, the sulfobromo- 
phthalein retention, the hippuric acid conjunction test and the 
cephalin flocculation test gave an index that was. fairly well 
correlated with the results of the van den Bergh test. Of a 
series of 38 patients studied prior to 1943, 34 were treated 


with tanning methods. The 47 cases treated in 1943 and 1944 
have been treated by open methods. The authors found that 
tannic acid impairs liver function following burns. In patients 
treated with petrolatum gauze and pressure dressings the hepatic 
function is likewise impaired, but the impairment is usually 
mild. The abandonment of tannic acid in the local treatment 
of burns has not resulted in a decrease in mortality. It seems 
unlikely that the increase in liver damage observed when tannic 
acid is used is of great significance in the mortality among 
burn patients. Hepatic damage is probably not the primary 
cause of death in burn toxemia. 


Central Nervous System Changes as a Cause of Death 
in Burns.—Of 6 patients 5 died in sudden respiratory failure 
when the renal and hepatic damage associated with burn toxemia 
was decreasing in severity. The sixth patient had two episodes 
of apnea during the toxemic period but survived to die sixty- 
two days later of a pulmonary embolus. The brain in this case 
showed evidence of damage of the same type but of lesser degree 
than was seen in the other 5 patients. Gross examination of 
the brain revealed evidence of increased intracranial pressure 
with herniation ef the cerebellar tonsils through the foramen 
magnum compressing the medulla. Photomicrographs showed 
severe interstitial edema and ganglion cell changes, which were 
most noticeable in the hypothalamus. Walker and Shenkin 
suggest that the central nervous system changes are an impor- 
tant factor in the sudden deaths occurring in the toxemic phase 
of burns. 


Wheal Fluorescence: Method of Evaluating Peripheral 
Vascular Diseases.—Neller and Schmidt suggest a test which 
reveals the extent and degree of peripheral vascular insuffi- 
ciency. The patient is placed in a room which can be darkened, 
and the inner or outer aspect of the entire leg and foot on both 
sides is prepared by washing with alcohol. A series of super- 
ficial scratches are made at 2 inch intervals down the legs in 
comparable places. The lowest scratch mark can be made at 
the base of the toes on the dorsum of the foot. The scratches 
are made by repeatedly (five to ten times) stroking the skin 
in the same spot with a hypodermic needle. As soon as the 
marks are completed, 5 cc. of a 20 per cent sodium fluorescein 
solution is injected intravenously. The room is darkened, and 
filtered ultraviolet light is played on the scratched areas. The 
test can be read within one to two minutes, which is just about 
the time necessary to darken the room and allow ultraviolet 
light to reach its peak intensity. The test remains readable for 
over an hour. The major fact to observe is the level at which 
the marks cease to be fluorescent. This change is abrupt and 
easily seen. Results indicate that scratch fluorescence gives 
reliable factual data regarding the degree and extent of vascular 
impairment. 


Archives of Dermatology and Syphilology, Chicago 
51: 163-228 (March) 1945 


Cutaneous Diseases in the Tropics: Clinical Study Based on Obser- 
vations in Malaya. P. Fasal.—p. 163. 

Penicillin in Dermatologic Therapy: Report of Results in 100 Cases. 
T. M. Cohen and R. O. Pfaff.—p. 172. 

Favus Acquired in Service Overseas: Report of Involvement of Toe 
Nails. O. Canizares.—p. 178. 

Control of Pediculosis. H. A. Shelanski, H. F. Smyth, A. M. Clark, 
C. A. Zeller, W. L. Pious, J. H. Frank and F. H. Kramer.—p. 1/9. 

Poikiloderma as Initial Stage of Mycosis Fungoides. A. Dostrovsky 
and F. Sagher.—p. 182. 

Gastric Secretion in Infantile Eczema. A. Strickler, A. Herman and 
Helen Grumach-Fabian.—p. 189. 

Sensitivity to Sulfadiazine Resembling Acute Disseminted Lupus Ery- 
thematosus. B. J. Hoffman.—p. 190. 

Cutaneous Leishmaniasis (Oriental Sore): V. Experimental Canine 
Cutaneous Leishmaniasis. D. A. Berberian.—p. 193. 

Endocrine Influence on Radiosensitivity of Skin and Thyroid. F. 
Ellinger.—p. 198. 

Rapid Treatment of Early Syphilis with Small Doses of Penicillin: 
Observations in 159 Cases. G. W. Binkley, R. L. Kile and others. 
—p. 200. 

Treatment of Pityriasis Rosea with Trichophyton Extract. Preliminary 
Report. L. Vass.—p. 203. 

*Local Application of Penicillin for Pyogenic Dermatoses. H. J. Temple- 
ton, C. E. Clifton and V. P. Seeberg.—p. 205. 


Local Penicillin for Pyogenic Dermatoses.—Templeton 
and his associates found that penicillin, whether used as penicil- 
lium gauze, as a solution of the crude penicillin or as purified 
penicillin in ointment bases, is a valuable therapeutic agent ' 
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the local treatment of the pyogenic infections of the skin. They 
gained the impression that it works well only for superficial 
diseases solely or largely due to pyogenic infection. When the 
infection is deep in the skin, as in sycosis vulgaris or erysipelas, 
surface applications of penicillin are of questionable value. 


Archives of Otolaryngology, Chicago 
41:161-246 (March) 1945 


“To of Sinusitis with Penicillin. I. J. Hauser and W. P. Work. 
—p. 16 
voale Uses of Nasal Plastic Operations in Military Practice. G. V. 

Webster.—p. 170. 

Treatment of Acute Laryngotracheobronchitis. H. L. Baum.—p. 175. 

Infection in Nasal Accessory Sinuses and Ears in Old Age. H. Rosen- 
wasser.—p. 182. 

Comparison of Improvement in Hearing Following Fenestration Opera- 
tion with That Obtained by Wearing Hearing Aid. G. E. Shambaugh. 
—p. 189. 

+ Acrosinusitis R. W. Wright and H. M. E. Boyd.—p. 193. 

Primary Infection of Maxillary Sinus by Actinomyces Necrophorus. 
J. H. Hersh.—p. 204. 

Vitamin Therapy in Otolaryngology. C. C. Cody.—p. 208. 

Procedure for Elevation of Nasal Dorsum by Transposition of Lateral 
Cartilages. J. W. Maliniac.—p. 214. 

Treatment of Sinusitis with Penicillin—Hauser and 
Work used penicillin in the treatment of 46 cases of sinusitis. 
Eleven were treated by irrigation of the maxillary antrums with 
solutions of penicillin, and 35 were treated by intramuscular 
injection of penicillin alone or in conjunction with radical surgi- 
cal opening of the sinuses. When penicillin was used in con- 
junction with adequate surgical treatment of the sinuses, results 
were far better than before penicillin was available. It is not 
advisable to abandon surgical procedures, as was proved in 
3 cases of intracranial complication of sinus disease in which 
penicillin was utilized over long periods and in adequate amounts 
before surgical intervention was attempted. In these cases 
operation revealed that the penicillin alone had not cured the 
sinusitis; following adequate surgical treatment, the sinusitis 
was rapidly cured. The authors at first gave penicillin weeks 
after operation in an attempt to reduce the amount of exudate 
in the nose. Noting the rapid cessation of discharge resulting 
from the use of penicillin, they began to give it immediately 
after operation. The results were gratifying in that the dis- 
charge disappeared rapidly. In the most recent cases they 
began the administration of penicillin forty-eight hours before 
operating on the sinuses. The postoperative reactions were 
minimal, and rapid and uneventful recovery followed. At 
present every patient who is to have radical surgical treatment 
for sinusitis receives penicillin intramuscularly every three hours 
for two days prior to operation, and its administration is con- 
tinued postoperatively until maximum benefit has been obtained. 

Aerosinusitis.—Aerosinusitis is an acute or a chronic 
inflammation caused by trauma to the mucous membrane of a 
sinus which occurs during airplane flights. Changes in baro- 
metric pressure are the immediate cause of aerosinusitis. 
Obstructing tissue is the predisposing cause. The rate of 
change in barometric pressure is of utmost importance. A 
slow change will give air of different densities opportunity to 
equalize through even a restricted sinus opening. A _ rapid 
change of pressure may force redundant tissue into the openings 
so quickly and build up differential pressure so rapidly that no 
aeration is possible. The symptoms occur chiefly on descent. 
Pain, the predominant symptom, is present only for a short 
time. The most severe physical effect on the sinuses produced 
by change in barometric pressure was observed in an aviation 
cadet who entered the hospital seven days after he had been on 
a routine flight in the low pressure chamber to 38,000 feet 
(11,580 meters) for three hours. On descent he experienced a 
severe pain in the left side of his face. The following day he 
complained of pain and numbness on the left side of his face. 
On the second day there was a discharge of blood from the 
left nostril. After a few days he showed improvement and was 
dismissed, but he returned because the pain and numbness had 
become intensified. The left antrum was opened. The Caldwell- 
Luc procedure was carried out. The periosteum of the canine 
fossa was bound down by fibrous reaction. The bone was thin 
and easily removed. When the sinus was opened a bluish mem- 
brane bulged out under pressure. Incision of the membrane 
revealed the cavity filled with many blood clots. It seems 
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justified to assume that the hemorrhage in the submucosa was 
caused by relative negative pressure which pulled the mucosal 
layers apart, thus rupturing the blood vessels. This is what 
happens to the layers of the drum membrane in aero-otitis media 
with resulting hemorrhage between the layers. It is impossible 
to say whether or not a candidate with a certain nasal apparatus 
can fly without difficulty. A large number of candidates have 
been seen with severe pathologic nasal changes who have had 
no symptoms on repeated flights. Many with repeated difficulty 
showed much less pathologic change on examination than non- 
symptomatic candidates. The treatment attempts to equalize the 
differential pressure. 


Arkansas Medical Society Journal, Fort Smith 


51:211-228 (March) 1945 


Newer Methods of Treating the Mentally Ill. N. T. Hollis.—p. 211. 
Modern Concepts of Cardiovascular Disease: Essential Hypertension. 
Part. II. C. T. Chamberlain.—p, 212. 


51:229-244 (April) 1945 


Cancer Control, a Doctor’s Program. E. G. Zimmerer.—p. 229. 
Modern Concepts of Cardiovascular Disease. C. T. Chamberlain.—p,. 234. 


Bulletin of Johns Hopkins Hospital, Baltimore 
76:61-92 (Feb.) 1945 


Amphetamine (Benzedrine) Sulfate on Higher Nervous Activity Com- 
pared with Alcohol: II. Human Experiments. N. Finkelstein, E. B. 
Alpern and W. H. Gantt.—p. 61. 

Clinical and Pathologic Findings in Aortic Atresia or Marked Hypo- 
plasia of Aorta at Its Base. Helen B. Taussig.—p. 75. 

Methylation of Nicotinamide: Simple and Practical Test for Liver 
Function. V. A. Najjar, Rowena S. Hall and Carolyn C. Deal.—p. 83, 


Cancer Research, Baltimore 
5:193-256 (April) 1945 


Incidence of Adrenal Cortical Carcinoma in Gonadectomized Female 
Mice of Extreme Dilution Strain: I. Observations on Adrenal Cor- 
tex. G. W. Woolley and C. C. Little—p. 193. 

Id.: II. Observations on Accessory Sex Organs. G. W. Woolley 
and C. C. Little.—p. 203. 

Incidence of Adrenal Cortical Carcinoma in Gonadectomized Male 
Mice of Extreme Dilution Strain. G. W. Woolley and C. C. Little. 
—p. 211. 

Histologic Study of Adrenal Cortical Tumors in Gonadectomized Mice 
of ce Strain. Elizabeth Fekete and C. C. Little.—p. 220. 

Carcinogenicity of Certain Azo Dyes Related to p-Dimethylaminoazo- 
benzene. J. A. Miller and C. A. Baumann.—p. 227. 

Observations on Rats Fed with Compounds Related to Dimethylamino 
azobenzene. K. Sugiura, C. R. Halter, C. J. Kensler and C. P. 
Rhoads.—p. 235. 

Effect of Insoluble Radiophosphorus (Chromium Phosphate) When 
Applied Interstitially in Treatment of Adenocarcinoma of Mamma in 
Mice. H. Allen, L. H. Hempelmann Jr. and N. A. Womack.—p. 239. 


Connecticut State Medical Journal, Hartford 
9:255-330 (April) 1945 


*Venous Thrombosis and Pulmonary Embolism: Review of 202 Patients 


Treated by Femoral Vein Interruption. R. R. Linton.—p. 255. 
Present Trends in Treatment of Varicose Veins. K. W. Thompson. 


—p. 262. 

*Intravenous Clotting. L. G. Simon.—p. 270. 

Measurement and Treatment of Strabismus in Children. M. C. 
Wheeler.—p. 273. 

Metallic Fixation of Fractures by Use of More Recent Methods and 
Appliances: Special Reference to Kirschner Wire, Vitallium Screws, 
Tantalum Foil and Plates. R. M. Yergason.—p. 276. 

What Is the Matter with the Patient Who Is Always Tired? W. C. 
Alvarez.—p. 280. 

Venous Thrombosis and Pulmonary Embolism. — 
According to Linton, bilateral femoral vein interruption is a 
safe procedure which will prevent massive fatal pulmonary 
embolism in patients with deep venous thrombosis of the lower 
extremities. The operation should be carried out on patients who 
have developed nonfatal pulmonary embolism, even though no 
positive signs of venous thrombosis in the legs can be detected, 
and on any patient who develops deep phlebitis of the lower 
extremities. Interruption of the femoral vein should be done 
on both sides even if the venous thrombosis is diagnosed on 
only one side, because patients with unilateral femoral vein 
interruption have died from a massive pulmonary embolus which 
arose from the unligated side. Thrombectomy by aspiration in 
cases of femoral iliac thrombosis has been demonstrated to be 
a safe procedure. It should be done as early as possible after 
the thrombosis has been diagnosed. It reduces the pain and 
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swelling in the leg and hastens the recovery, in addition to 
preventing massive fatal pulmonary embolism. No deaths have 
occurred in 202 cases as the result of femoral vein interrup- 
tion. The morbidity of thromboembolic disease is tremendously 
reduced by this operation. Interruption of the inferior vena 
cava distal to the renal veins is the operation of choice in cases 
of long standing thrombophlebitis with pulmonary embolism. 


Intravenous Clotting.—Simon points out that the syn- 
drome formerly referred to as thrombophlebitis is now differen- 
tiated into thrombophlebitis and phlebothrombosis. Clotting in 
thrombophlebitis is the result of injury to the vascular endo- 
thelium from mechanical trauma, bacterial invasion or chemical 
injury, whereas in phlebothrombosis the thrombus is a result 
of venous stasis and alterations in the clotting tendency of the 
blood. There is also difference in the prognosis: in thrombo- 
phlebitis the clot is firmly adherent to the vein wall and is not 
likely to become detached as an embolus, while in phlebothrom- 
bosis the clot is loosely attached to the vessel wall and is 
likely to cause embolism. The clinical manifestations of the 
two types of clotting are quite different. In thrombophlebitis 
there is usually fever. The patient also has pain and swelling 
in the region of the involved vein. Patients with phlebothrom- 
bosis may have no symptoms at all. They frequently have a 
feeling of impending disaster but no pain, no fever and usually 
no swelling. It is in this type of patient that on the eighth 
to the tenth day postoperatively, when preparing to get out of 
bed or while straining at stool, the dramatic syndrome of 
pulmonary embolism occurs. Phlebothrombosis should be sus- 
pected in a patient who shows unusually rapid pulse and 
tenderness of the feet or calves. When the diagnosis of phlebo- 
thrombosis is made, aspiration of the thrombus and division of 
the vein should be done, while thrombophlebitis responds dra- 
matically to sympathetic ganglion block. 


Florida Medical Association Journal, Jacksonville 


31: 396-444 (March) 1945 


Acute Thyroiditis. E. Jelks.—p. 419. 
Aplastic Anemia Treated with Sulfadiazine. R. H. Nickau.—p. 421. 


Illinois Medical Journal, Chicago 
87:113-164 (March) 1945 


A Step in Cancer Control: Review of First 600 Cases Examined by 
Cancer Prevention Clinic. A. Webster, Evangeline Stenhouse and 
others.—p. 119. 

Pathologic Basis for Clinical Manifestations in Nephritis. J. P. 
Simonds.—p. 126. 

Certain Aspects of Newer Insulins. H. T. Ricketts.—p. 133. 

Statistical Study of Obstetric Activities in Illinois Hospitals During 
1943. C. Newberger.—p. 136. 

Treatment of Chronic Suppurative Otitis Media with Positive Fistula 
Symptoms. M. Tamari and L. Hirsch.—p. 144. 

Gas Gangrene Treated by Penicillin. W. S. Wood, S. Holtzman, A. F. 
Goodyear and C. Rich.—p. 145. 

Bacteriologic Aids in Treatment of Acute Gonorrhea. I. Pilot.—p. 147. 

Acute Osteomyelitis Treated with Penicillin. C. M. Jack.—p. 148, 


Journal of Allergy, St. Louis 


16:61-120 (March) 1945 


Relationship of Allergy to Medicine. D. P. Barr.—p. 61. 

Significance of Histamine in Anaphylaxis. C. A. Dragstedt.—p. 69. 

Nutritional Aspects of Globulin Metabolism. P. R. Cannon.—p. 78. 

Treatment of Urticaria with Synthetic Vitamin K. J. H. Black.—p. 83. 

Moisture Characteristics of Pollen. A. B. Berresford and R. A. 
Cooke.—p. 87. 

Studies in Food Allergy: IV. Variations in Allergenic Activity of Food 
Extracts. L. Tuft, G. I. Blumstein and L. J. Wenger.—p. 92. 

Air Borne Fungi in Allergic Disease: I. A New Method of Prepa- 
ration of Mold Extracts; Incidence of Skin Reactions with Mold 
Extracts; Preliminary Report. S. F. Hampton and E, P. Lowe. 
—p. 101. 


Journal Industrial Hygiene & Toxicology, Baltimore 
27:59-94 (March) 1945 


Upper Limits of Environmental Heat and Humidity Tolerated by 
Acclimatized Men Working in Hot Environments. L. W. Ejichna, 
W. F. Ashe, W. B. Bean and W. B. Shelley.—p. 59. 

The Occurrence of Heinz Bodies in Trinitrotoluene Workers. B. L. 
Horecker.—p. 85. 

Lead Fume Sampling Apparatus. O. D. Bayrer and W. A. Hough. 
—p. 89. 

Toxicity of Ethylene Chlorhydrin by Skin Absorption. H. F. Smyth 
Jr. and C. P. Carpenter.—p. 93. 
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Journal-Lancet, Minneapolis 
65:37-94 (Feb.) 1945 


Recent Advances in Control of Insect Borne Diseases. J. S. Sim- 
mons.—p. 38. 


Achievements in Environmental Sanitation. H. A. Whittaker.—p. 43.° 


Global Epidemiology. G. W. Anderson.—p. 47. 

Control of Disease by Means of Immunization. G. Edsall.—p. 50. 
Conquest of Tuberculosis. J. A. Myers.—p. 55. 

Preventive Geriatric Medicine. E. J. Stieglitz.—p. 60. 

Maternal and Child Health. Ruth E. Boynton.—p. 63. 

Improvement of Health Through Better Nutrition. F. J. Stare.—p. 65. 
Organization for Medical Care. N. Sinai.—p. 69. 

Health Education. D. F. Smiley.—p. 71. 

Changing Attitudes Toward Industrial Hygiene. L. W. Foker.—p. 76. 
Community Health Organization. H. Emerson.—p. 78. 

Seventy-Five Years of Medical Journalism in the Northwest. H. S. 


Diehl.—p. 82. 
65:93-132 (March) 1945 


Penicillin in Surgery. W. A. Altemeier.—p. 93. 

Present Day Status of Contraception. A. Stone and Harriet F. Pilpel. 
—p. 101. 

Nanvals Problems in Student Practice. C. I. Wyler.—p. 104. 

Health Education by Doctor. W. W. Bauer.—p. 106. 

Specific Types of Alpha Streptococci and Streptococcal Precipitinogen in 
Air in Relation to Epidemic Infections of Respiratory Tract and 
Nervous System. E. C. Rosenow.—p. 108. 


Journal of Nat. Cancer Inst., Washington, D. C. 
5:233-310 (Feb.) 1945. Partial Index 


Experimental Roentgen Injury: V. Effects on Hemopoietic Reserves 
and Regenerative Capacity. P. S. Henshaw, Jean W. Thompson and 
H. L. Meyer.—p. 233. 

Degradation of Cystine Peptides by Tissues: III. Absence of Exocystine 
Desulfurase and Dehydropeptidase in Tumors. Jesse P. Greenstein 
and Florence M. Leuthardt.—p. 249. 

Induction of Hepatomas in Mice by Repeated Oral Administration of 
Chloroform. with Observations on Sex Differences. A. B. Eschen- 
brenner and Eliza Miller.—p. 251. 

Multiple Tray for Embedding Tissues in Paraffin. A. M. Kessel.—p. 257. 

Source of Tumor Proteins: I. Effect of Low Nitrogen Diet on Establish- 
ment and Growth of Transplanted Tumor. Florence R. White and 
M. Belkin.—p. 261. 

Id.: IL. Nitrogen Balance Studies of Tumor Bearing Mice Fed Low 
Nitrogen Diet. Florence R. White.—p. 265. 

Technic for Studying Epithelization of Paired Skin Wounds in Rats, 
with Observations on Influence of Dietary Protein. H. P. Morris and 
Thelma B. Dunn.—p. 271. 

*Behavior of Thymus Tissue Transplanted to Skin Wound. Thelma B. 
Dunn.—p. 285. 

Gene-Milk Agent Relationship in Mammary Tumor Development. W. E. 
Heston, Margaret K. Deringer and H. B. Andervont.—p. 289. 


Thymus Tissue Transplanted to Wound.—Because it has 
been suggested that the small lymphocyte may have a function 
in the formation of fibrocytes and collagen fibers, thymus tissue, 
in which this cell is abundant, was taken from rats 3 to 6 weeks 
old and applied to the surface of open wounds made on adult 
rats of the same strain. A stratified squamous epithelium was 
developed on the surface of skin wounds. This epithelium was 
derived from the thymus reticulum cells. Such a change in the 
thymus tissue is not surprising when other evidence of the 
potentialities of the thymus reticular cell is reviewed. 


Journal of Neurosurgery, Springfield, Ill. 
2:79-180 (March) 1945 


*Failure of Whole Fresh Homogenous Nerve Grafts in Man. R. G. 
Spurling, W. R. Lyons, B. B. Whitcomb and B. Woodhall.—p. 79. 

*Combined Use of Fibrin Film and Clot in End to End Union of 
Nerves: Experimental Study. M. Singer—p. 102. 

Unusual Size and Extension of Pituitary Adenoma: Case Report of 
Chromophobe Tumor with Unusually Extensive Compression of 
Base of Brain and Review of Literature of Pathways of Extension 
of These Tumors. J. C. White and S. Warren.—p. 126. 

Depressed Fractures of Skull: Their Surgery, Sequelae and Dis 
ability. M. A. Glaser and F. P. Shafer.—p. 140. 

Electroencephalographic Studies in Head Injuries. R. S. Dow, G. 
Ulett and J. Raaf.—p. 154. 


“Delayed Recovery” in Peripheral Nerve Lesions Caused by High 
Velocity Projectile Wounding. W. K. Livingston, E. W. Davis 
and K. E. Livingston.—p. 170. 

Failure of Homogenous Nerve Grafts.—Spurling and his 
associates analyze the histologic changes in a number of whole 
fresh homogenous nerve grafts placed in peripheral nerve defects 
in man subsequent to extensive gunshot wounds of the upper 
and lower extremities. There was no clinical evidence of nerve 
regeneration after an appropriate time interval had elapsed fol- 
lowing transplantation of the neural tissue. When failure was 
manifest, the engrafted segment, including adjacent proximal 
and distal nerve areas, was excised and was replaced with a 
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nerve graft of' a different character. Clinical records of 2 
patients illustrate the salient results of this study. -The proxi- 
mal and distal nerve ends must be prepared through normal 
appearing tissue. This basic principle applies to the scarred, 
often edematous, nerve trunk, which may lie just central to the 
neuroma, and to the distal nerve end, which may be extensively 
fibrosed. Tantalum wire, 0.003 inch in diameter, was used as 
an interrupted suture, and every effort was made to keep it 
within the epineurium. The application of tantalum foil cuffs 
appears highly significant. The nerve ends and segments of 
grafts protected by the foils were relatively ncrmal in appear- 
ance where the unprotected segments were ensheathed by con- 
stricting adhesions. In 1 case in which foil was placed around 
the proximal junction and a protein film about the distal anas- 
tomosis, the beneficial effect of the former is well illustrated. 
The entire graft may need mechanical protection from the 
adverse influence of the graft bed tissues. One of the main 
points of difference between successful animal homografts and 
human failures may lie in the girth of the engrafted tissue. 
Blood vessels, fat, epineurium and a considerable amount of 
interfascicular tissue may be removed from the neural tissue 
of a large human nerve trunk.. No attention was paid to the 
blood groups, and it was found that a patient receiving a graft 
from within the same blood group fared no better than an 
O recipient obtaining a graft from an A donor. In all of the 
proximal stumps and grafts studied, areas exhibiting good nerve 
growth were always well vascularized; but it seemed that a 
rich blood supply to the tubules within a graft fascicle did not 
guarantee their neuromotization. The actual bridging of the 
gap between regenerating fibers and the distal nerve may be 
achieved by the summation of a multitude of technical and 
biologic refinements. 


Combined Use of Fibrin Film and Clot in Union of 
Nerves.—Singer describes a method of uniting nerve stump 
without the use of thread sutures. The technic, designated as 
the fibrin adhesive method, involves the use of a thin smooth 
film of fibrin prepared from products of fractionation of human 
blood plasma. The film is impregnated with thrombin, surfaced 
with fibrinogen and then applied to the apposed nerve stumps 
by one of several methods. The fibrinogen as it clots binds 
the film to the surface of the nerve and thus serves to transmit 
the stress of retraction of the stumps to the film. In addition 
to maintaining apposition of the stumps, the film serves as an 
envelop enclosing the nerve stumps and nerve wound in a con- 
tinuous channel. The fibrin adhesive method of nerve splicing 
has the advantages of simplicity of application and of introduc- 
ing no extraneous materials or obstacles to growth into the 
nerve trunks themselves or between the stumps. The film is 
transparent and consequently allows for continued observation 
of the nerve stumps throughout the operation. 


North Carolina Medical Journal, Winston-Salem 
6761-116 (Feb.) 1945 


Compensation of Renal Metabolic Dysfunction: Treatment of Kidney 
Disease and Hypertensive Vascular Disease with Rice Diet. III. 
W. Kempner.—p. 61. 

Treatment of Fractures of Humerus with Hanging Cast. R. B. Raney. 
—p. 88. 

Simple Method of Fracture Fixation with Kirschner Wire. D. B. 
Cobb.—p. 92. 

Narcolepsy: With Report of 4 Cases. F. T. Harper.—p. 96. 


6:117-184 (March) 1945 


Compensation of Renal Metabolic Dysfunction: Treatment of Kidney 
Disease and Hypertensive Vascular Disease with Rice Diet, III. 
W. Kempner.—p. 117. 

Education of Child Handicapped by Loss of Hearing. C. E. Rankin. 
—p. 162. 


Public Health Reports, Washington, D. C. 


60:229-260 (March 2) 1945 


Federal Program ot Public Health and Medical Services for Migratory 
Farm Workers. F. D. Mott and M. I. Roemer.—p. 229. 


60:261-288 (March 9) 1945 
Studies of Acute Diarrheal Diseases: XIII. Cultural Surveys of Normal 
Population Groups. J. Watt and A. V. Hardy.—p. 261. 


60:289-316 (March 16) 1945 


lurther Studies on Pharmacologic Action of 2,2 Bis (P-Chlorophenyl) 
1,1,1 Trichlorethane (DDT). M. I. Smith and E.:F. Stohlman.—p; 289, 
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Rocky Mountain Medical Journal, Denver 
42:81-152 (Feb.) 1945 


Variables Concerned in Recovery or Death in Acute Coronary Occlusion. 
F. A. Willius.—p. 97. 

Osgood-Schlatter’s Disease, J. R. Buneh-——p. 102. 

Place of Temporary Diaphragmatic Paralysis in Treatment of Pulmonary 
Tuberculosis. C. J. Kaufman.—p. 104. 


42:167-239 (March) 1945 


Carcinoma of the Colon. W. H. Cole.—p. 169. 

Psychiatric Problems in Induction Service. G. Ashley—p. 178. 
Experiences in A. A. F. Convalescent Program. W. J. Kennard.—p. 181. 
Endometriosis. V. S. Counseller and F. S. Sluder.—p. 189. 


Surgery, Gynecology and Obstetrics, Chicago 


80: 337-448 (April) 1945 

Calcification of Tendon Cuff of Shoulder. M. B. Howorth.—p. 337. 

Functional Pathology of Experimental Frostbite and Prevention of 
Subsequent Gangrene. K. Lange and L. J. Boyd.—p. 346. 

Acute Putrid Abscess of Lung. H. Neuhof.—p. 351. 

Gastric Resection for Duodenal Ulcer. R. Lewisohn.—p. 355. 

Active Motion by Means of Occupational Therapy in Treatment of 
Fractures. L. Breidenbach and Elizabeth Jamison.—p. 361. 

Surgical Treatment of Urinary Obstruction in Army General Hospitals 
L. W. Riba and C. J. Schmidlapp.—p. 368. 

*Anatomic and Surgical Restudy of Denonvilliers’ Fascia. C. E. Tobin 
and J. A. Benjamin.—p. 373. 

Function of Patella and Effects of Its Excision. H. Haxton.—p. 389. 

Roentgen Therapy as Adjunct in Management of Acute Postpartum 
Mastitis. R. A. Harvey, H. A. Spindler and A. H. Dowdy.—p. 396. 

Suspension of Uterus Using Pfannenstiel Incision. T. C. Gilbert 
and B. L. Aronoff.—p. 404. 

Adding More Safety to Gastrointestinal Sutures. H. J. Fournier. 


—p. 407. 

Acute Peptic Ulcers Following Distant Operations. P. A. Herbut. 
—p. 410. 

Internal Epicondylar Epiphysis and Elbow Injuries. A. A. Schmier. 
—p. 416. 


Reparative Plastic Surgery of Secondary Cleft Lip and Nasal 
Deformities. E. S. Lamont.—p. 422. 

Evaluation of Clinical Significance of Serum Amylase and Lipase 
Determinations. M. L, McCall and J. G. Reinhold.—p. 435. 
Denonvilliers’ Fascia.—Tobin and Benjamin describe 

studies on human embryos and on specimens from adults. The 
tissue known as Denonvilliers’ fascia was observed to be derived 
embryologically from two sources of connective tissue (mesen- 
chyme): (1) a layer surrounding the developing prostate and 
seminal vesicles and another layer around the rectum and (2) 
connective tissue (mesenchyme) adjacent to the mesothelium of 
the pelvic cul-de-sac of peritoneum. The authors suggest that 
the fascia around the rectal musculature be designated the pos- 
terior layer and that the fbrous membrane which is derived 
from the pelvic cul-de-sac of peritoneum be designated the 
anterior layer of Denonvilliers’ fascia. In the perineal approach 
to the prostate, three potential fascial spaces could be developed 
between the rectum and prostate: (1) between the rectal muscu- 
lature and rectal fascia (posterior layer of Denonvilliers’ fascia), 
(2) between the rectal fascia and anterior layer of Denonvilliers’ 
fascia and (3) between the anterior layer of Denonvilliers’ fascia 
and the fibromuscular covering of the prostate and seminal 
vesicles. Since the anterior layer of Denonvilliers’ fascia and 
the fibromuscular covering of the prostate are whitish in appear- 
ance and close together or adherent, either or both of these 
layers may constitute the glistening layer encountered in the 
perineal exposure of the prostate. If the fibromuscular covering 
of the prostate should be perforated by cancer or abscess, the 
fibrous membrane (anterior layer of Denonvilliers’ fascia) might 
prevent direct spread of the malignant growth posteriorly to 
the rectum and might limit the spread of extravasated pus or 
urine. In the specimens studied by the authors the fascial 
spaces between the rectum, prostate and seminal vesicles were 
separated more readily if they were not compressed by instru- 
mentation through the urethram or rectum in the first stages 
of the perineal approach. 


Yale Journal of Biology and Medicine, New Haven 
17:503-582 (March) 1945 


Serologic and Immunochemical Studies on Gonadotropic Hormones. J. H. 


Chase.—p. 517. 

Localization of Ventricular Extrasystoles. L. H. Nahum and H. E. 
Hoft.—p. 539. 

Health Services for Hospital Personnel: II. Purposes, Scope and 


Philosophy. A. J. Geiger.—p. 555. 

Occurrence of Perineal Hernias in Untreated Male Mice of C Black 
Strain. H. Burrows.—p. -567. 

Time Factors in Electric Convulsive Therapy. W. T. Liberson.—p. 571. 





FOREIGN 


An asterisk (*) before a title indicates that the article is abstracted 
below. Single case reports and trials of new drugs are usually omitted. 





Lancet, London 
1:199-230 (Feb. 17) 1945 
Abdominal Injuries at Base Hospital. R. M. Walker and W. R. S. 
Hutchinson.—p. 199, 
*Human Transmission of Infective Hepatitis by Oral Route. W. P. 
Havens, J. R. Paul and C. E. Van Rooyen.—p. 202. 
Penicillin by Mouth. C. J. H. Little and G. Lumb.—p. 203. 
Amebic Dysentery in Eastern India. A. M. M. Payne.—p. 206. 
Return of Blood to Heart: Criticism of Orthodox View. F. Roberts. 
—p. 209. 
Penicillin in Weil’s Disease. R. M. Cross.—p. 211. 


1:231-262 (Feb. 24) 1945 
Aviation Medicine. H. Whittingham. M. B. Glasg.—p. 231. 
Treatment of Compound Fractures by Early Wound Suture and Peni- 
cillin. F. H. Bentley, J. A. Key, S. Thomson, A. K. Bingham and 

M. H. Wostenholm.—p. 232. 

*Compound Fractures of Femur Treated with Aid of Penicillin. B. H. 

Burns and R. H. Young.—p. 236. 

Artificial Respiration by Rib Traction. R. Viswanathan.—p. 238. 
High Blood Pressure After Battle. J. D. P. Graham.—p. 239. 
Excoriation Around Fistulas: Control by Buffered Gels. C. E. Selous 

and P. W. Perryman.—p. 240. 

Human Transmission of Infective Hepatitis by Oral 
Route.—Infective hepatitis can be transmitted to man by a 
number of routes. The etiologic agent (probably a virus) is in 
the blood stream before the onset of and during jaundice; it is 
present in feces during acute stages of the disease and probably 
also in nasal washings. Newer (unpublished) experiments by 
one of the authors establish that the agent of infective hepatitis 
can be carried in serial passage in man (two passages), thus 
indicating the infectious nature of the disease. Like the agent 
of serum jaundice (with which it may be identical) it is fil- 
trable and heat stable, withstanding 56 C. for half an hour. 
More recent observations indicate that in cases of infective 
hepatitis the virus or icterogenic agent is in the feces and that 
the disease can be produced in man by feeding such materiai 
in capsules or by spraying it into the nasal and pharyngeal 
passages. Similarly the disease can be produced by feeding 
serum from cases of infective hepatitis. In the feeding cases 
the incubation periods have on the average been about twenty- 
eight days, being shorter than the incubation periods of typical 
serum jaundice. There is justification for suspecting that the 
intestinal-oral circuit is part of the natural route of spreading 
infective hepatitis. 

Compound Fractures of Femur Treated with Penicil- 
lin.—Burns and Young say that when a débridement has been 
done some days previously the use of penicillin makes it pos- 
sible to sew up infected and purulent wounds. Penicillin does 
not have so dramatic an effect on local sepsis as it does on 
the prevention of its spread, but that prevention is absolute. 
There were no deaths, no amputations and no septicemia in the 
70 cases of fracture of the femur treated by the authors since 
D day, June 6, 1944. The great majority of patients reached 
their hospital between the third and the tenth day after wound- 
ing. All came in Tobruk plasters, having had débridement of 
the wound, the wound being left open. Nearly all the patients 
had had some penicillin before arrival, but the doses in transit 
varied within wide limits. After twenty-four hours’ rest the 
plasters were removed under anesthesia and the wounds were 
inspected. Nearly all had a sulfonamide petrolatum gauze pack. 
Pus in varying degrees was present in most of the wounds. 
In some the pack had become a plug and was damming up the 
pus. Complete closure of the skin gave the best chance of 
early healing and avoidance of bone infection, and whenever 
possible the wound was thereafter sewed up completely, regard- 
less of the amount of infection present. The suturing was not 
determined by bacteriologic findings but on anatomic grounds 
alone. Of 48 cases completely sutured, 40 healed in a month; 
4 more healed at three months; 4 failed and had a sinus at 
three months. Of 17 which could be only partially closed, 
11 were healed and 6 had a sinus at three months. Of 5 cases 
which had to be left completely unsutured 2 were healed and 
3 had a sinus at three months. Thus only 4 of the 48 com- 
pletely sutured had a sinus at three months against 9 of the 22 
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incompletely closed. Union of these compound fractures pro- 
ceeds as quickly as in closed fractures or even more quickly. 
Penicillin has justified itself in the treatment of compound 
fractures of the femur. It is expected that from 40 to 50 will 
eventually show no disability from the fractured femur. 


Medical Journal of Australia, Sydney 
32:49-76 (jan. 20) 1945 


Psychiatric Casualties as Repatriation Problem. W. A. Dibden.—p. 49. 
*Postmortem Changes in Scrub Typhus. J. D. Hicks.—p. 57. 
“Crude Penicillin’ Therapy. D. F. Gray and J. V. Duhig.—p. 60. 

Postmortem Changes in Tsutsugamushi Fever.—The 
account of the postmortem observations in tsutsugamushi fever 
presented by Hicks is based on twenty-four necropsies per- 
formed by him and on reports of a further eleven deaths 
occurring at his hospital. Many organs were examined micro- 
scopically. The main changes following fatal infection with this 
disease were a proliferation of reticuloendothelial tissues and 
the production of large numbers of mononuclear cells, large and 
small lymphocytes and macrophages, and some plasma cells. 
Most organs were infiltrated by these cells, which were found 
mainly in the interstitial or connective tissues. The heart and 
lungs appeared to be most affected by this infiltration. Separa- 
tion of individual muscle fibers was pronounced in some hearts. 
The pulmonary congestion and capillary damage with conse- 
quent hemorrhage and production of “heart failure’ cells were 
associated with consolidation. Acute bronchopneumonia was 
sometimes superimposed on this. The liver was congested, and 
little fatty degeneration was present. Toxic changes were pro- 
nounced in the kidneys, where tubular damage was a feature. 
The cellular proliferation throughout the splenic pulp caused 
consistent enlargement of the organ. Vasculitis was prominent 
in the spleen. There was a general swelling of the capillary 
endothelium throughout the body. There was little evidence 
that failure of the vital centers of the brain was the immediate 
cause of death. 

1:77-100 (Jan. 27) 1945 
*Report on an Outbreak of Epidemic Diarrhea of the Newborn. Kate I. 

Campbell.—p. 79. 

Epidemic Diarrhea of the Newborn.—Campbell reports 
an epidemic of diarrhea of the newborn in Melbourne during 
1943. Three attacks occurred, the first in the premature babies’ 
ward at the Women’s Hospital, the second among the pre- 
mature and full time babies at the Queen Victoria Hospital 
and the third in the premature ward at the Women’s Hospital. 
The season was late fall and winter. The first outbreak was 
well established before it was recognized, and 9 of the 11 pre- 
mature infants died. In the second outbreak, in which both full 
time and premature infants were affected, the full time infants 
were not as seriously affected as the premature infants. The 
treatment consisted of initial starvation, free fluids orally, fluid 
given by the parenteral route and sweetened condensed milk. 
The results in this series were much better. Of 8 premature 
infants, 2 died. The 20 full time babies all recovered. Sulfa- 
thiazole had no influence on the course of the disease. In the 
third outbreak sulfaguanidine was used and appeared to pro- 
vide a means to control the disease. Eight of 10 premature 
infants in this group recovered. The control measure consisted 
in maintaining three nurseries with separate staffs: (1) the 
isolation ward into which all babies suffering from diarrhea 
were placed, (2) the original nursery, where the infants present 
at the outbreak were kept till their discharge from hospital, 
and (3) the “clean” nursery, in which all babies born subse- 
quent to the outbreak were placed. Making this disease notifi- 
able would be a safeguard to the newborn infant, provided the 
typical character of the stool was appreciated; otherwise the 
reporting of all cases in which loose stools were passed would 
create an impossible situation. 


Practitioner, London 


154:129-192 (March) 1945 


Functions of Pituitary Gland (Anterior Lobe). F. G. Young.—p. 129. 
“Harmless” Goiter. J. W. Linnell.—p. 138. 

Diseases of Suprarenal Glands. D. M. Dunlop.—p. 143. 

Male Sex Hormones. T. N. Morgan.—p. 149. 

Materia Medica of Endocrinology. R. Greene.—p. 157. 

Acute Epidemic Bronchitis. E. Wellisch—p. 161. 

Vitamin Dosage. C. Asher.—p. 163. 





)- 


d 
ll 


i 


ng 


129. 





VoLumeE 128 
NUMBER 6 


Archiv fiir klinische Chirurgie, Berlin 


205: 163-320 (Dec. 16) 1943. Partial Index 
Recent Deep Ulcer of Stomach and Duodenum. V. Hoffmann.—p. 163. 
*Hepatorenal Syndrome in Trauma of Liver. E. Fenster.—p. 179. 
Bone Formation in Operative Scars. H. Waschulewski.—p. 190. 
Relief from Pain by Sympathectomy in Chronically Contracted Bladder 

and in Tumors of Pelvis. K. Uhlenbroock.—p. 194. 

Changes in Vertebrae and Spinal Column in Osteogenesis Imperfecta 

Tarda. K. Bornebusch.—p. 218. 

Hepatorenal Syndrome in Trauma of Liver.—Fenster 
reports 4 instances of subcutaneous rupture of the liver in men 
between the ages of 18 and 42 who were admitted to the surgi- 
cal clinic of the University of Giessen. A pronounced increase 
in the nitrogen of the blood and the presence of abnormal 
constituents in the urine were observed in all 4 cases, but a 
condition resembling that of hyposthenuria was found in only 
1 case. A constant increase in the specific gravity of the urine 
or considerable variations in the specific gravity of single speci- 
mens or of daily values were demonstrated in the 3 other cases. 
Clinical and experimental studies revealed that renal parenchy- 
mal lesions may result from trauma to the liver parenchyma. 
These renal changes were somewhat different from those present 
in diseases of the liver or gallbladder. They resembled lesions 
seen after intraperitoneal transplantation of liver tissue or after 
administration of suspensions of liver cells or of liver autoly- 
sates. This may be explained by the disintegration of liver 
tissue which results from the rupture of the liver due to trau- 
matic force or in gunshot injuries of the liver. The high mor- 
tality rate of injuries of the liver cannot be reduced by improved 
surgical methods or by blood transfusions. An unfavorable 
postoperative course may be prevented by early diagnosis of 
the renal disorder. Treatment with insulin and glucose, com- 
bined with venesection and blood transfusion, proved satisfac- 
tory. Subphrenic abscess frequently occurs; early diagnosis, 
incision and drainage and blood transfusions are indicated. 


Khirurgiya, Moscow 
5:1-96, 1944. Partial Index 


Role of Hypoproteinuria in Pathogenesis of Wound Phthisis. S. Kaplan- 
sky, N. Bondyreva and N. Berezovskaya.—p. 3. 

Effect of Procaine Block on Vasomotor Nerves and Collateral and 
Capillary Circulation During Operations on Blood Vessels. I. V. 
Shimelev.—p. 9. 

Stimulation of Wound Healing. L. Goldberg.—p. 16. 

Pantocrine in the Treatment of Thermic and Chemical Burns. §S. M. 
Pavlenko.—p. 19. 

Secondary Suture of Wounds of Soft Tissues in Evacuation Hospital. 
N. V. Antelava.—p. 22. 

Clinical Significance of Bacilluria in Gas Gangrene. I. L. Tsimrhes. 
—p. 26. 

+taerg-aaseitll Injection of Sulfonamide Preparations in Craniocerebral 
Injuries. V. V. Kovanov.—p. 29. 

Intra-Arterial Injection of Sulfanilamide in Cranio- 
cerebral Injuries.—Kovanov demonstrated the permeability of 
capillaries and the direct action of sulfanilamide on inflammatory 
foci in the brain by injecting into the carotid artery a sulfanil- 
amide solution together with 0.5 per cent solution of methylene 
blue. The side of the face and the head became discolored. 
This was particularly pronounced in the sclera, the mucosa of 
the tongue and the discharge from the cerebral wound. Smears 
from the brain lesion taken at five, ten and thirty minute and 
one hour intervals showed discoloration of the brain tissue. The 
author injected from 30 to 40 cc. of 1 per cent sulfanilamide 
solution into the carotid artery in an upward direction in 20 
patients with penetrating craniocerebral wounds. From six to 
eight injections every other day were given as prophylaxis 
against infection in craniocerebral injuries. The usual surgical 
principles of treatment of cerebral wounds were adhered to. 
This prophylaxis prevented the development of a grave infection 
in almost all of the cases. There was noted a rapid drop of 
lever, improvement in the general condition and return of 
appetite and of normal sleep. Focal signs suchas paresis and 
pathologic reflexes regressed or completely disappeared. No 
instance of the meningeal syndrome was observed. The author 
treated a group of 30 patients with craniocerebral injury com- 
plicated by meningeal symptoms and signs of lesions of the 
brain. After proper surgical treatment of the wound, these 
patients were likewise treated by intra-arterial injection of sulf- 
anilamide solution. In the majority of the cases the meningeal 
process was arrested and signs of focal infection regressed. Five 
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patients in this group died despite this combination therapy. 
These were severe cases with considerable destruction of brain 
tissue. Death was caused by a diffuse leptomeningitis in 2, by 
basal meningitis in another 2 cases and by brain abscess in 1. 
The author believes that the intra-arterial method of adminis- 
tering sulfanilamide is superior to the intravenous or intra- 
muscular. 
Klinicheskaya Meditsina, Moscow 


22:1-80, 1944. Partial Index 

Problem of Wound Sepsis. I. G. Rufanov.—p. 5. 

Wound Toxemia. M. N. Mogilnitsky.—p. 12. 
*Effect of Combined Vitamin Therapy on Altered Liver Function in 

Sepsis. I. G. Rufanov and E. P. Stepanyan.—p. 16. 

Reaction of Active Connective Tissue in So-Called Wound Cachexia: 

Preliminary Report. A. V. Goryaeva and M. F. Ivanitskaya.—p. 25. 
Neurologic Symptoms in Wound Sepsis. M. B. Eidinova.—p. 28. 

Combined Vitamin Therapy and Liver Function in 
Sepsis.—Rufanov and Stepanyan observed the effect of poly- 
vitamin therapy on the liver function of 150 patients, 80 of 
whom presented sepsis or cachexia from wounds while 70 pre- 
sented local suppurative processes or frostbite. The functional 
studies included Quick’s determination of hippuric acid in the 
urine, determination of albumin and of the albumin coefficient 
in the blood serum, determination of the prothrombin in plasma 
and the glycemic curve. Patients with sepsis in the hyperergic 
phase showed alteration in the detoxifying function of the liver 
as expressed by diminished elimination of hippuric acid, namely 
21.1 to 35.7 per cent instead of the normal 70 to 80 per cent. 
The blood prothrombin content amounted to 35 to 45 per cent 
instead of the normal 70 to 80 per cent. The serum albumin 
was diminished by 25 to 40 per cent. The albumin-globulin 
ratio was altered, with an increase in the globulin and diminu- 
tion of the albumin coefficient. The glycemic curve was dis- 
tinctly pathologic in the majority of cases, with a rapid rise 
and a failure to return to the initial level after two and one-half 
hours. None of the tests displayed a specificity for any of the 
clinical states. Thirty-two control patients not given vitamin 
therapy and corresponding in every respect to the vitamin 
treated group were subjected to the same tests. Comparison 
of the results obtained suggests that the improvement as demon- 
strated by the various tests was due to the polyvitamin therapy. 
Microscopic studies on 25 necropsies, of which 12 were of the 
control group, supported the biochemical studies of liver func- 
tions. Apparently the methods employed are specific for liver 
function. The authors now perform the test for the detoxifying 
function of the liver before subjecting a patient to a major 
operation, except in emergencies. 


Sovetskaya Meditsina 
6:1-32, 1944. Partial Index 
Wartime Problems of Municipal Hospitals. S. A. Kolesnikov.—p. 1. 
Cumbined Method of Administration of Akrichin in Malaria, E. M. 
Tareev, A. P. Butyagina and A. D. Polumordvinov.—p. 9. 
Dosage, Method of Administration and Contraindications to Akrichin 
Therapy in Malaria. P. I. Budarin.—p. 11. 
Intravenous Drip Infusion of Akrichin in Therapy of Malaria. N. P. 
Pyatnitskiy.—p. 12. 
Comatose Malaria. S. M. Gusman.—p. 13. 
Research in Field of Antibacterial Therapy: Antagonism Between 
p-Aminobenzoic Acid and Sulfonamides. L. M. Model.—p. 14. 
*Changes of Nervous System in Tularemia. I. R. Dobrinsky.—p. 15. 
Alterations of the Nervous System in Tularemia.— 
Tularemia is manifested in its acute stage by persistent head- 
aches and by pains in the muscles, joints, bones, the hack and 
not infrequently along the course of nerve trunks. The patients 
as a rule are apathetic and not infrequently somnolent. A 
number of complications on the part of the central, peripheral 
and vegetative nervous systems take place. The more frequent 
of these are radiculitis, neuralgias, neuritides, acute infectious 
polyneuritis, meningitis, myelitis, encephalitis and trophic lesions 
of the skin. Meningitis was usually observed in the course of 
the first week of the sickness, myelitis during the second to 
fourth weeks, while polyneuritis developed in the late stage of 
the disease, in the second month or later. Tularemic meningitis 
had a rapid and rather mild course. Myelitis, neuritis and poly- 
neuritis were characterized by a prolonged course. Dobrinsky 
did not succeed in a single instance of tularemic meningitis in 
demonstrating the causative agent in the cerebrospinal fluid. 
Postmortem studies confirmed the existence of tularemic 
encephalitis, meningitis and myelitis. 
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Acta Medica Scandinavica, Stockholm 
114:1-126 (April 29) 1943 


Singular Effect of Nicotinic Acid (Periarticular Hyperemia). E. Ask- 
Upmark.—>p. 1. 

Frequency and Duration of Subjective Effect and of Untoward Reaction 
of Amphetamine and of d-Desoxyephedrine on Excessive Fatigue. 
N. Alwall.—p. 6. 

Investigation on the Effect of Amphetamine and of d-Desoxyephedrine 
on Physical and Psychic Functional Capacity of Men in the State of 
Excessive Fatigue. N. Alwall.—p. 33. 

Serumcholinesterase in Disease. M. Faber.—p. 59. 

The Relationship Between Serumcholinesterase and Serum Albumin. 
M. Faber.—p. 72. 

Experience with Intravenous Heparin Treatment by the Vein Seeker in 
the Treatment and Prevention of Thrombosis and in Treating Endo- 
carditis Lenta. W. J. Kolff.—p. 92. 

*Investigation on the Passage of Sulfathiazole Through the Blood-Spinal 
Fluid Barrier in Various Forms of Meningitis. A. H. Andersen and 
M. H. Simesen.—p. 103. 

Blood-Spinal Fluid Permeability Quotient of Sulfa- 
thiazole in Meningitis.—It has been previously suggested that 
the ratio between the concentration of sulfathiazole in the 
cerebrospinal fluid and in the blood may be a means of dis- 
tinguishing between a tuberculous and a serous meningitis. 
Experiments carried out on patients with mild infectious dis- 
eases, predominantly measles, and on normal persons revealed 
that the blood-spinal fluid permeability quotient after the inges- 
tion of sulfathiazole ranged from 0.12 to 0.22, with a mean 
value of 0.17. The quotient was the same for adults and for 
children. On examination of 10 patients suffering from tuber- 
culous meningitis an increase in the quotient averaging 0.42 was 
found in all cases, ranging from 0.32 to 0.55. In 9 patients 
suffering from secondary lymphocytic meningitis a normal quo- 
tient was found (mean value 0.18, varying between 0.14 and 
0.23). In 9 cases of primary lymphocytic meningitis a moderate 
increase was found in 2 severe cases. The increased quotient, 
however, dropped to normal in the 2 cases kept under observa- 
tion until recovery. The remaining cases showed a normal quo- 
tient. In 4 patients with polyradiculitis a slight increase was 
found and there was a slight or no increase in 5 patients with 
poliomyelitis. In 8 patients with purulent meningitis there was 
a considerable increase in the blood-fluid permeability quotient. 
But the changes in permeability with a mean value of 0.33 were 
not so radical here as in the more severe type of meningitis, 
the tuberculous meningitis which showed a mean quotient of 
0.42. It appears that in patients suffering from lymphocytic 
meningitis an essential and protracted increase in the quotient 
(above 0.30) is a strong indication that the meningitis is of a 
tuberculous nature. 


115:199-311 (Oct. 19) 1943 


Case of Hyperparathyroidism. A. Schrumpf.—p. 199. 

Tuberculin and Environment Investigation of Schoolchildren. E. Berle. 
—p. 219. 

*Recovery from Diabetes Mellitus. H. K. Goadby.—p. 247. 

Function of Spleen and Blood. C. D. de Langen.—p. 271. 

Determination of Urinary 17-Ketosteroids and Its Clinical Significance. 
R. Luft.—p. 277. 


Continued Investigations on Histamine in Feces. G. Myhrman.—p. 300. 

Recovery from Diabetes Mellitus.—Goadby’s criteria of 
recovery from diabetes mellitus are that.on a normal unre- 
stricted diet and without receiving insulin the patients are free 
from symptoms and have a normal carbohydrate metabolism. 
The latter is proved by absence of glycosuria and by a blood 
sugar which, regardless of the carbohydrate intake, at no time 
of the day rises above 180 mg. per hundred cubic centimeters 
and shows a normal sugar tolerance curve. Eight patients at the 
diabetic clinic of St. Thomas’s Hospital in London, each of whom 
had one or more acute attacks of severe diabetes mellitus, pre- 
sented the complete syndrome of thirst, polyuria, loss of weight 
and strength, with hyperglycemia, glycosuria and acetonuria. 
Only three of the attacks were precipitated by a known infec- 
tion; in the rest a thorough clinical examination failed to reveal 
any inflammatory or endocrine disturbance, nor did any evidence 
of such lesions appear later. Recovery from the disease to 
normal was observed in all these cases. This suggests that 
there may be many more cases of temporary diabetes than is 
realized, because the continued good health and satisfactory 
chemical tests’ in patients having insulin and/or controlled carbo- 
hydrate diet may mask the fact that they have really recovered 


from their disease. Evidence of the dissociability of the symp- 
toms of diabetes from the metabolic disturbance is afforded by 
the fact that in elderly patients hyperglycemia and glycosuria 
need not be associated with symptoms; in a few such cases 
there may even be ketonuria. Further evidence of dissociations 
of the symptom complex from the metabolic disorder may be 
seen in a second series of 9 cases reported by the author. In 
the patients between the ages from 52 to 64 with persistent 
symptomless hyperglycemia and glycosuria the classic symptoms 
of severe diabetes mellitus came and went without apparent 
change in the carbohydrate tolerance. The symptoms dis- 
appeared while the abnormal sugar metabolism persisted. In 
some of these cases most of the symptoms had disappeared 
before treatment was begun. Although it is not the author’s 
intention to advocate that diabetes in patierts over the age of 50 
should not be treated, these cases serve to emphasize the diffi- 
culty in assessing the results of treatment. 


115:537-610 (Dec. 9) 1943 
*Effect of Dialyzed Serum Proteins and Serum Dialysates on Shock. 
M. Volkert and T. Astrup.—p. 537. 
Studies on Serum Bilirubin: Analytic Methods and Normal Values. 
T. K. With.—p. 542. 
Case of Coronary Thrombosis: Contribution to ‘Silent’? Electrocardio- 
gram. K. Liedholm.—p. 554. 
Statistical Note on Swedish Epidemics of Poliomyelitis. H. Wold. 
—p. 560. 
Treatment for Chronic Polyarthritis with Adenosine Triphosphoric Acid. 
B. Carlstr6m and O. Lévgren.—p. 568. 
*Mode of Action of Sulfathiazole and Its Relation to Reticuloendothelial 
System. U. Borell and L. Troell.—p. 587. | 
Plasma Proteins and Serum Dialysates-in Shock 
Therapy.—Volkert and Astrup produced shock in rabbits by 
bleeding the animals from the femoral artery. Dialysates were 
prepared from ox serum. The animal was first given a trans- 
fusion with homologous plasma. There was an abrupt rise of 
blood pressure from 40 mm. to 90 mm. of mercury followed by 
a slow, gradual rise to about 110 mm. The blood pressure 
remained constant at this level for several hours. Rapid injec- 
tions of dialysates of serum or plasma likewise produced an 
abrupt rise of blood pressure up to 80 mm. of mercury, but 
here the effect was brief, the rise being followed within a few 
minutes by a fall, reaching the initial level in about forty 
minutes. A solution which contained only proteins of citrated 
rabbit plasma, while all the low molecular substances have been 
removed by precipitation and dialysis, was used in additional 
transfusion experiments on rabbits. It was found to have almost 
the same effect as that of ordinary plasma transfusion, produc- 
ing a high constant blood pressure of about 100 mm. Serum 
dialysates are ineffective in shock. A good effect may be 
obtained from the administration of the isolated and purified 
plasma proteins. 


Sulfathiazole and Reticuloendothelial System.—Borell 
and Troell studied the mode of action of sulfathiazole and its 
relation to the reticuloendothelial system in guinea pigs. Trypan 
blue was used to demonstrate the phagocytic power of the drug. 
Animals were given a single dose of trypan blue after having 
been subjected for. some time to injections oi sulfathiazole. 
Only trypan blue injections were given to control animals. In 
a second experiment pieces of liver and omentum were removed 
from guinea pigs four days after the injection of trypan blue. 
Twenty days later, when the trypan blue solution could be 
expected to have been eliminated, the animals were injected 
intraperitoneally with sulfathiazole in large doses daily for ten 
days. Both control and test animals were killed four days after 
a repeated injection of trypan blue. In the third experiment 
sulfathiazole was injected subcutaneously into the abdominal 
region of the animals in order to produce a strong local effect 
on the reticuloendothelial system. Trypan blue was injected 
in the same places a few days later. Only trypan blue was 
administered to the control animals. Results were as fol- 
lows: Sulfathiazole administered intraperitoneally increased the 
amount of trypan blue granules in the macrophages of the omen- 
tum. In other organs of the reticuloendothelial system, the 
liver, spleen, bone marrow, lymphatic glands and thyroid gland, 
sulfathiazole did not produce any pronounced or uniform change 
in the quantity of absorbed color. The experiments proved that 
sulfathiazole cannot “block” the reticuloendothelial system. 
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A Manual of Trepical Medicine Prepared Under the Auspices of the 
Division of Medical Sciences of the National Research Council. By 
Colonel Thomas T. Mackie, M. C., A. U. 8S., Executive Officer, Tropical 
and Military Medicine, Army Medical School, Major George W. Hunter, 
Ul, Sn. C., A. U. S., and Captain C. Brooke Worth, M. C., A. U. §&. 
Cloth. Price, $6. Pp. 727, with 287 illustrations. Philadelphia & 
London: W. B. Saunders Company, 1945. 

This book is the product of wide collaboration by military 
authorities in the field of tropical medicine and was prepared 
under the auspices of the division of medical sciences of the 
National Research Council. Although it was designed primarily 
for the use of medical officers of the armed forces in the field, 
it should find wide usefulness in the laboratories and schools 
and serve as a convenient summary of up to date information 
for physicians and other public health workers. 

During the past few years, when the exigencies of universal 
war have brought about the movement of large masses of men 
into tropical zones, the health problems arising from it have 
been prodigious. A considerable amount of enlightenment and 
definite changes of concept have resulted. We can no longer 
consider diseases formerly classified as “tropical” to be alien 
to our temperate zones, for literally millions of returning men 
will be placing them squarely on our doorsteps. The geographic 
barriers of exotic diseases will continue to be infiltrated by 
stepped-up commerce to the end that we shall encounter these 
hitherto unusual problems with greater and greater frequency. 

The need for improvement in our general understanding of 
tropical medicine and the need for added stress of the subject 
in our medical schools are great. The authors have made an 
important contribution. The book is divided into eleven sections, 
on the viruses, rickettsial diseases, spirochetal diseases, bacterial 
diseases, mycotic diseases, protozoal diseases, helminthic dis- 
eases, nutritional diseases, miscellaneous conditions, medically 
important arthropods and laboratory diagnostic methods. Each 
section is treated in outline form, and the individual diseases 
are discussed under the headings of synonyms, definition, dis- 
tribution, etiology, epidemiology, pathology, clinical characteris- 
tics, diagnosis, treatment and prophylaxis. 

The text is concise but more generous than one encounters 
in most manuals or compendiums. There is a gratifying pro- 
fusion of illustrations which have been nicely reproduced from 
photographs, photomicrographs, drawings and charts, The sec- 
tion on malaria which is, quite understandably, in considerable 
length and detail, contains six color reproductions of drawings 
of malarial parasites. Wherever possible, epidemiology has been 
clearly pictorialized by figure diagrams. 

The section on laboratory diagnostic methods is particularly 
excellent in its clear and simple presentation, of procedures 
designed for employment in the field, small laboratory or office. 
As a whole the manual is an admirable, authoritative, up to 
date working book and a timely companion volume for the 
standard textbooks. on the subject. The omission of biblio- 
graphic references from the text may seem regrettable but was 
deemed advisable by the authors in order to conserve space and 
paper. The book is sturdily bound in cloth and well printed 
on durable glazed paper. The index, which is frequently 
omitted from books thus designed and organized, is complete 
and leaves little to be desired for rapid reference. 


Essentials of Oral Surgery. By Vilray Papin Blair, A.M., M.D., 
F.A.C.S., and Robert Henry Ivy, M.D., D.D.S., F.A.C.S., Professor of 
Maxillo-Facial Surgery in the Graduate School of Medicine, University 
of Pennsylvania, Philadelphia. With the collaboration of James Barrett 
Brown, M.D., F.A.C.S., Associate Professor of Clinical Surgery in the 
School of Medicine, Washington University, St. Louis. Third edition. 
Cloth. Price, $6.50. Pp. 624, with 467 illustrations. St. Louis: C. V. 
Mosby Company, 1944. 

It is well to remember that this book is intended chiefly as 
a guide in surgery to the dental student. The book admirably 
fulfils its primary object. Of necessity, much of the text is 
elementary. It seems advisable to include under surgical pre- 
cautions that no patient should be operated on unless there has 
been a complete and thorough history and examination to elimi- 
nate possibility of cardiorenal disease, blood dyscrasias and 
diabetes because such conditions require special preparations 
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for surgery. Too few dentists take this precaution. The section 
on fractures of the jaws is by far one of the best features of 
the book. It contains the most essential elements and principles 
of treatment of injuries of the maxillofacial bones. The illus- 
trations are excellent, but the reproductions of the roentgeno- 
grams are not as clear as they might be. The authors are to 
be commended for including the subject of “snapping jaws” or 
chronic recurrent subluxation. This condition has been the bane 
of most men engaged in this work. Its treatment is difficult, but 
solution of the problem cannot be accomplished by avoiding it. 
Whereas the value of dental root resection has been ques- 
tioned by a number of men, this procedure has nevertheless 
proved of decided benefit in many cases. If the procedure as 
described here is followed carefully, more beneficial results 
should be obtained. The section on surgical preparation of the 
mouth for artificial dentures is exceptionally well done, with 
excellent illustrations, and should prove of tremendous value to 
the dental practitioner. For the dental student there might be 
added to the section on tumors a clinical classification in addi- 
tion to the excellent cellular classification of Mallory. This 
chapter may well be read with much value by all surgeons 
engaged in this field. In the section on congenital facial and 
palatal clefts the archaic term “harelip” should be eliminated 
and the descriptive term “cleft lip” substituted. The subject and 
technic of sialography should be included in the discussion on 
disorders of the salivary glands and ducts. There is sufficient 
proof that this procedure is definitely beneficial as a diagnostic 
procedure and has therapeutic value in nonspecific inflammatory 
lesions. The beneficial effects of roentgen rays in the treatment 
of certain types of inflammation is also a proved fact. In the 
discussion on carcinoma of the lip a most significant statement 
is made; to wit, “We have no right to assume that because the 
lymph nodes are not palpable they are not infected.” 
This is an excellent textbook for dental students. 


The Abortion Problem. Proceedings of the Conference Held Under the 
Auspices of the National Committee on Maternal Health, Inc., at the New 
York Academy of Medicine, June {9th and 20th, 1942. Howard C. 
Taylor Jr., M.D., Conference Chairman. Editorial Committee: Nicholson 
J. Eastman, M.D., Earl T. Engle, Ph.D., and Raymond Squier, M.D. 
Cloth. Price, $2.50. Pp. 182, with 3 illustrations. Baltimore: Published 
for National Committee on Maternal Health, Inc., by Williams & Wilkins 
Company, 1944. 

It augurs well for medical and social thinking that physicians, 
jurists and social workers foregathered in a two day conference 
to discuss the problem of abortion. The calling of such a 
conference would have been tabooed in 1920. The conference 
occupied itself with both voluntary and involuntary abortion. 
New light was not shed on the etiology and treatment of this 
condition, with the exception of Dr. Philip Levine’s discussion 
of the Rh factor as a possible cause in spontaneous abortion. 
The reports on frequency of abortion by P. K. Whelpton in 
the Indianapolis survey and the statistical study by Halbert A. 
Dunn are illuminating. Their estimate of the number of abor- 
tions in the United States is probably too low. Surely the 
ratio of one abortion to every five confinements even in the 
rural districts is too low an estimate. Taussig’s calculation 
of 734,000 abortions in 1940 is also an underestimate, as indi- 
cated by Kopp’s studies that in some instances the ratio is one 
abortion to 2.5 confinements. 

The atmosphere of the conference apparently was highly 
charged when the problem of criminal abortion was discussed. 
Jurists accused the medical profession of failing to assume 
leadership, and this was bluntly pointed out by Magistrate Anna 
Kross when she said “it is fallacious to look to the courts or 
the legislature for the solution of this abortion problem.” The 
interprofessional relationship concerning criminal abortion was 
well summed up by Dr. Sophie Kleegman in discussing Mr. 
Black’s paper, when she said “the doctor says it is the lawyer’s 
fault and the jurist maintains that it is up to the medical pro- 
fession to state the indications for abortion. The doctors, on 
the other hand, say that they cannot get their bill passed by 
the legislature, whereupon the lawyers say it is the fault of the 
church.” 

The conference apparently was so absorbed with the social 
and moral aspects of the abortion problem that it failed to give 
due consideration to some of the eugenic phases of criminal 
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abortion, such as pregnancy induced through incest, pregnancy 
in the imbecile and defective and pregnancy induced by rape 
of young girls. Surely some constructive suggestions, how to 
deal with these cases, should have emanated from such an 
important conference. Even the problem of illegitimate preg- 
nancy was lightly touched. 

While one cannot agree with F. W. Stella Browne that 
“woman’s right to abortion is an absolute right—abortion should 
be available for any woman without insolent inquisitions or 
ruinous financial charges, for our bodies are our own,” or the 
other extreme, the religious concept that the induction of abor- 
tion is not justified under any circumstances, still one gets the 
impression from reading the proceedings of the conference that 
it had not been stripped of the supernatural taboos surround- 
ing the problem of abortion, that it did not reach a high intel- 
lectual level in at least making some definite suggestions in 
connection with pregnancies which occur as a result of abnor- 
mal sex behavior or violence. 

In that respect it is disheartening to learn how little new the 
social workers have contributed to the conference proceedings. 
Probably Algernon D. Black was correct when he stated that 
“the situation with regard to abortion is a humiliating one” 
and therefore it is cautiously dealt with. That attitude was 
further substantiated by Dr. Robert L. Dickinson’s query “With 
all the research material available, we talk statistics, speculate 
on theology and morals, and we do not get down to brass tacks; 
when are we going to do it?” 

Physicians, lawyers and social workers will find some interest- 
ing facts and statistical data in connection with the abortion 
problem, and the proceedings should be read by those who are 
interested in progressive and social problems affecting the well 
being of the nation. 

Mass Miniature Radiography of Civilians for the Detection of Pulmonary 


Tuberculosis (Guide to Administration and Technique with a Mobile 
Apparatus Using 35-mm. Film: and Results of a Survey). By Kathleen 


C. Clark, P. D’Arcy Hart, Peter Kerley and Brian C. Thompson. Medical 
Research Council Special Report Series No. 251. Paper. Price, 90 
cents; 3s. Pp. 135, with illustrations. New York: British Information 


Service; London: His Majesty’s Stationery Office, 1945. 


This is a report of the findings of miniature x-ray inspection 
of the chests of approximately 23,000 persons from two factories, 
a large office group and a hospital for the mentally ill, all 
located in Greater London. Section one of the first part con- 
tains a discussion of the various methods employed im mass 
radiography. Those who have used photographic paper exten- 
sively in this country will probably disagree with most of the 
disadvantages listed for this method. On the other hand, those 
who have found the 35 by 35 mm. photofluorogram the least 
satisfactory method will disagree with most of the advantages 
offered for this method in adopting it as the one of choice. The 
x-ray inspection of the chest was on a voluntary basis. In one 
factory (A) 90 per cent of the total employees available during 
the inquiry responded, in the other factory (B) 39 per cent, 
among the office workers of fifteen government departments in 
London 62 per cent. In a hospital for the mentally ill, 89 per 
cent of all the patients and 43 per cent of the total resident and 
nonresident staff had x-ray inspection. 

Among factory and office workers it was found that hos- 
pital or sanatorium capacity would be required for three or 


four per thousand, and dispensary supervision only for ten per@ 


thousand. Obviously this procedure is good, since one is deal- 
ing with a contagious disease. However, it has definite limi- 
tations. 1. Even if 95 per cent of any large office or factory 
group responded there could still be in the remaining 5 per cent 
many persons who suspected or actually knew that they had 
tuberculosis but who avoided having it become known to their 
employers or health authorities. 2. Among those who responded, 
a vast majority had no evidence of pulmonary disease of any 
kind. A considerable number of these persons may have lesions 
evolving which have not yet reached macroscopic proportions. 
While this is understood by the physician, the fact that. no 
abnormality is found on the x-ray film is likely to result in a 
false sense of security, and such individuals are not likely to 
appear for many annual inspections. If all these persons were 


to receive the tuberculin test there would be a good basis on 
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which to convince the reactors that they should have x-ray 


inspection of the chest at feast annually. 3. In parts of the 
world where the incidence of tuberculous infection is low the 
number of cases found by mass radiography is too small to 
sustain the interest even of those doing the work. In such 
places it is far more profitable to inspect with x-rays annually 
or more often only the chests of the adult reactors to tuberculin, 
where practically all of the cases of clinical tuberculosis develop. 

The authors have done a large volume of work and have 
made worthwhile observations. Their material is well presented, 
and the book will be found of great value in places with a high 
incidence of the disease where mass radiography is applicable. 


Clinical Pathological, Bacteriological, 
Mycological, Virological, Parasitological, Serological, Biochemical and 
Histological. By John A. Kolmer, M.S., M.D., Dr.P.H., Professor of 
Medicine in the School of Medicine and the School of Dentistry, Temple 


Approved Laboratory Technic: 


* University, Philadelphia, and Fred Boerner, V.M.D., Associate Professor 


of Clinical Bacteriology, Graduate School of Medicine, University of 
Pennsylvania, Philadelphia. Fourth edition. Cloth. Price, $10. Pp 
1,017, with 346 illustrations. New York & London: D. Appleton-Century 
Company, Inc., 1945. 

A new edition of this manual of laboratory methods as usual 
arouses interest and favorable comment. The collaborators now 
number thirty in addition to the two authors. This wartime 
edition, brought out in compliance with government directives 
limiting the bulk of paper, has resulted in a new format which 
nevertheless compares favorably with previous editions. There 
is an excellent index of fifty-eight pages, though too much 
space has been given to the table of contents at the beginning 
of the book. An innovation, not entirely pleasing if not actually 
disconcerting, has been the omission of numbered sections and 
chapters. The illustrations are good for the most part, and 
although they number twenty-four less than in the preceding 
edition the omission of several obsolete cuts has permitted the 
addition of many new instructive figures and plates. In the 
new section on the examination of feces more care should have 
been given to the legends, in which the nomenclature does not 
always conform to that found in the text. Among the new 
methods included are those for the examinations for hormones 
and for vitamins in blood and urine. Also considerable space 
is given to interesting material on mycologic and virologic 
methods. Clinical pathologists and medical technologists will 
find this a useful laboratory aid, dedicated as formerly “to those 
who have advanced the science of clinical pathology and in 
memory of Ward Burdick, M.D., founder of the American 
Society of Clinical Pathologists.” 


Textbook of Surgical Treatment Including Operative Surgery. Edited 
by C. F. W. Illingworth, M.D., Ch.M., F.R.C.S.E., Regius Professor of 


Surgery, University of Glasgow. Compiled by nineteen contributors. 
Second edition. Cloth. Price, $9. Pp. 564, with 230 illustrations. 
Baltimore: William Wood & Company, 1944. 


The appearance of the second edition of this work less than 
eighteen months after the first, particularly during a war period, 
must be indicative of the demand for and the popularity of the 
book. As its title indicates, it is truly a textbook of surgical 
treatment and not only of operative surgery. In addition to 
descriptions of operative technic, it covers all other forms of 
surgical care, including radiotherapy. Special attention is 
devoted to the choice of treatment, to the indications for and 
against operation and to the dangers and complications which 
may arise. An enormous amount of material and information 
is included in the book, which is divided into thirty-seven 
chapters. The entire field of surgery, including neurosurgery, 
orthopedics and urology, is covered quite well, though rather 
briefly at times. It is the work of nineteen contributors, who 
represent the schools of Glasgow, Edinburgh and Aberdeen. 
Their views are up to date and correspond well with those 
accepted in this country. The author deserves credit for the 
simplicity and clarity of style as well as for the large number 
and variety of topics included. The illustrations are well 
selected, appropriately placed and well reproduced. They 
enhance the value of the text. The physical makeup of the 
book is also excellent for this period, and the publishers are 
to be congratulated on the high quality of production. The 
book, which is intended for senior students, may also prove to 
be of value to instructors and may be recommended unhesitat- 
ingly to those for whom it has been prepared. 
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QUERIES AND 


Queries and Minor Notes 


THE ANSWERS HERE PUBLISHED HAVE BEEN PREPARED BY COMPETENT 
AUTHORITIES. THEY DO NOT, HOWEVER, REPRESENT THE OPINIONS OF 
ANY OFFICIAL BODIES UNLESS SPECIFICALLY STATED IN THE REPLY. 
ANONYMOUS COMMUNICATIONS AND QUERIES ON POSTAL CARDS WILL NOT 
BE NOTICED. EVERY LETTER MUST CONTAIN THE WRITER'S NAME AND 
ADDRESS, BUT THESE WILL BE OMITTED ON REQUEST. 


TREATMENT OF AGRANULOCYTOSIS 
To the Editor:—Is there anything new in the treatment of agranulocytosis? 
The patient has had large doses of pentnucleotide, reticulogen and yellow 
bone marrow intramuscularly. |. § Pederson, M.D., Manhattan, Ill. 


ANSWER.—The usually accepted treatment for agranulocyto- 
sis includes the use of multiple whole blood transfusions, par- 
ticularly if the patient has any degree of anemia; large doses 
of pentose nucleotide intramusculfrly ; liver extract intramuscu- 
larly, and yellow bone marrow by mouth. Most patients with 
the disease have been treated by one or more of these four 
agents. More recently there have been reports of the successful 
treatment of the disease by one of the sulfonamide compounds 
or by penicillin, particularly in patients who show clinical evi- 
dence of sepsis. This treatment is based on the concept that 
the infectious state that usually accompanies or follows the 
disease is a more important therapeutic problem than the bone 
marrow suppression per se. One of the most important mea- 
sures of treatment is the establishment of the cause of the 
disease, if possible, and the taking of precautions that the patient 
does not come in contact with the causative agent. If the 
causative agent should be one of the sulfonamide drugs, then 
other sulfonamide drugs can be used in treatment. The ques- 
tion indicates that the patient has had a thorough trial with 
pentose nucleotide, liver extract and bone marrow. Since typi- 
cal agranulocytosis is usually a disease of short duration, it 
should be clearly established that the patient does not have 
another leukopenic disorder, such as leukemia in an aleukemic 
phase. 


SCHEMM TREATMENT OF CARDIAC EDEMA 


To the Editor:—There is in this locality a great deal of argument, pro and 
con, as to the merits or demerits of the so-called Schemm treatment of 
chronic heart failure with edema. This therapy is referred to in the Annals 
of Internal Medicine (17: 952 [Dec.] 1942) and in the Archives of Internal 
Medicine (73:138 [Feb.] 1944). These reports of great numbers of 
patients with cardiac edemas successfully treated by high fluid intakes 


appear quite convincing. 1! would like to have a critical estimate of its 
value and to know whether or not its acceptance is increasing. ; 
M.D., Illinois. 


ANSWER.—The Schemm diet, introduced in the treatment o1 
congestive heart failure with edema, is proving to be an impor- 
tant contribution to our therapeutic armamentarium. Although 
used in many cases and for quite a few years by Schemm him- 


. self and by a few others for a short time, it has been slow in 


trial and adoption by the larger clinics—a situation that. is 
common in medical practice partly because of a state of inertia 
based on classic tradition and partly because of the distraction 
of interest and opportunity by the current war. In one form 
or another this method, however, has been in use in several 
clinics like that especially of Newburgh at Ann Arbor, Mich., 
and of Ellis at the Boston City Hospital, but it has been little 
publicized. A series of cases is at present being treated promis- 
ingly at the Massachusetts General Hospital and will be 
reported later. 

The treatment consists, in brief, in the use of a diet that has 
a neutral or acid and not alkaline ash, very low in content of 
sodium chloride but with ample fluid intake; in fact, Schemm 
has advised forcing fluids even to the amount of 4 liters or 
more a day, which is apparently unnecessary in most cases, 
2 to 3 liters sufficing to establish an adequate diuresis and a 
relief of the intense thirst so often a distressing symptom in 
patients with anasarca who have been very limited in fluid 
intake (e. g. 1 liter in twenty-four hours). An important part 
of the therapy includes the administration of considerable ammo- 
nium chloride (3 to 9 Gm. daily) and even of hydrochloric acid 
(which is, however, less effective). FFor many cases the diet is 
unpalatable and difficult to take, but most patients become used 
to it and prefer it to the distressing thirst and edema. It is 
the production of an acidosis that leads to the diuresis, and the 
limitations of such a state, in renal insufficiency for example, 
have not yet been adequately explored. The Schemm diet has, in 
some patients at least, obviated the need of vigorous mercurial 
diuretics and therefore in this particular too has been grate- 
fully adopted by edematous cardiac patients. For details of the 
diet itself the reader is referred to Schemm’s papers. 
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ADAMS-STOKES SYNDROME 

To the Editor:—A woman aged 58 has suffered attacks of Adams-Stokes 
syndrome for the last six years. The attacks ore sometimes preceded by 
pain over the heart radiating into the left arm, characteristic of angina 
pectoris, and sometimes by a slow and irregular heartbeat; sometimes they 
come on without any premonitory symptoms. Four months ago the 
patient had a severe attack preceded by pain over the heart; bradycardic 
followed for ten days, during which time Adams-Stokes attacks with 
complete cessation of the heartbeat and unconsciousness occurred about 
five times a day. The physical examination, blood count and blood 
chemistry revealed nothing significant. The size of the heart is normal; 
there are no murmurs. Blood pressure is 110/70 between attacks. The 
Wassermann reaction is negative. The electrocardiogram shows a com- 
plete auriculoventricular block 3 to 1 during the attacks. Between 
attacks the electrocardiogram reveals left bundle branch block and first 
degree guriculoventricular block (PR 0.22 second). Treatment has been 
aminophylline 0.24 Gm. intravenously or by rectum every six to twelve 
hours, belladonna tincture up to tolerance, which is 15 drops three times 
a day, and estrone 2,000 units daily. During the attacks she receives 
papaverine 1 grain (0.06 Gm.) intravenously, atropine sulfate 459 grain 
(0.0004 Gm.) subcutaneously and glyceryl trinitrate if the attack is pre- 
ceded by angina pectoris, and as a last means, when her condition is 
desperate, epinephrine or ephedrine. Barium chloride was used for only 
a few days because it seemed to aggravate her condition. At present 
her condition is fairly good, as she suffers from Adams-Stokes attacks 
only once a month. However, the heart rate is liable to drop to around 
40 every morning, and especially after meals in spite of atropine admin- 
istration before and during meals, bed rest and excellent care of three 
trained nurses. Naturally she is very much discouraged by the outlook : 
to lead the rest of her life with the continuous dread of another attack. 
Has the section of one vagus nerve ever been tried for this condition? 
If not, would it be theoretically justified to try it for the first time in 
my patient? If so, which vagus nerve should be severed? What other 
treatment is suggested? M.D., Maryland. 


ANSwWER.—Adams-Stokes attacks produced by ventricular 
standstill in high grade auriculoventricular block are generally 
the result of coronary heart disease and should apparently be 
so considered in this patient. The presence of the left bundle 
branch block supports this interpretation, because in cases of 
coronary heart disease bundle branch block and auriculoven- 
tricular block are not infrequently associated. The PR interval 
of the electrocardiogram between syncopal attacks is sometimes 
not much prolonged (as noted in this case it is only 0.22 of a 
second) ; it is indeed possible to have the Adams-Stokes syn- 
drome due to high degrees of periodic auriculoventricular block 
with a normal PR interval time between the attacks. Local 
anoxia or infarction dependent on coronary obstruction is the 
cause of the defect, often producing no other symptoms or signs; 
but occasionally clinical myocardial infarction of a major sort, 
especially that occurring in the posterior wall of the left ven- 
tricle, may be attended by temporary and less commonly by 
permanent or recurrent auriculoventricular block. Rheumatism, 
syphilis, diphtheria and congenital defects are uncommonly 
causes of chronic or recurrent heart block of high degree. 
Complete heart block is not viewed as synonymous with 3 to 1 
block, as indicated in the description given, although the ratio 
of auricular to ventricular heart rates may be approximately 
3 to 1; 3 to 1 block should be referred to only when there is a 
direct auriculoventricular association. 

The prognosis of Adams-Stokes attacks must always be 
regarded with considerable uncertainty. In other words, it must 
be guarded over the period, which may extend for months or 
even years, during which the Adams-Stokes attacks occur. In 
a good many cases the block finally becomes stabiiized at a 
complete auriculoventricular block level with idioventricular 
rhythm; in fact, that is much more likely than the permanent 
restoration of normal rhythm. Once this complete auriculo- 
ventricular block is well established, the prognosis may be good 
for years to come without any therapy at all. Some patients 
do, of course, die from cardiac standstill or complications dur- 
ing the period of recurrent Adams-Stokes attacks. This period 
is unusually long in the case referred to in the query. 

Treatment of Adams-Stokes attacks, particularly in the way 
of preventing attacks, is unsatisfactory except through the use 
of epinephrine (0.5 to 1 cc. of 1: 1,000 epinephrine hydrochloride 
subcutaneously every few hours, as needed; a more prolonged 
effect is obtained if given in oil, in which case only one or two 
injections a day may be necessary). As a rule various other 
drugs, which include atropine and belladonna, aminophylline, 
papaverine, the nitrites, thyroid and barium chloride, are unsatis- 
factory, although on occasion atropine, aminophylline and the 
nitrites have decreased the grade of block in the case of lesser 
grades of heart block secondary to coronary insufficiency. 
Vagotonia is not, in most cases, an important factor, although 
it may be a superimposed influence of some significance. In 
general, since experience with atropine has shown disappointing 
results, vagal section would probably not be helpful. Ephedrine 
and similar preparations are fairly good substitutes for epi- 
nephrine when the attacks are not severe, but they are less 
effective in emergency. They have the advantage, however, of 
being suitable for administration by mouth. 
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FREQUENCY OF PERFORATION OF DUODENAL ULCER 
To the Editor:—Recently a man aged 30 applied to a medical examiner 
of the Administrator of Civil Aeronautics for a medical certificate 
required incidental to the issuance of a student pilot certificate. The 
examination disclosed the presence of duodenal ulcers. Because of this 
the administrator refused to issue a medical certificate. A hearing was 
accorded the applicant for the purpose of reconsidering the refusal of 
the administrator to issue the medical certificate. From the evidence 
adduced at the hearing it was established that duodenal ulcers may 
result in a perforation; that the occurrence of a perforation is utterly 
unpredictable, it being possible for one to occur tomorrow or perhaps not 
for years or perhaps never; and that when a perforation does occur it 
suddenly and completely incapacitates its victim. Should such an occur- 
rence take place while one was piloting an aircraft, its potentialities 
for disaster are obvious. in studying this problem | should like to obtain 
the best statistics or information available in answer to the question In 
how many cases of duodenal ulcers do perforations result? If, for instance, 
it was ascertained from a study of this disease that perforations result 
in 1 out of 5 cases, that might well be considered a dangerous proportion, 
but if a perforation was known to result in only 1 out of 500 cases that 
would be quite another thing. 
John H. Woodworth, Examiner, Safety Section, 
Civil Aeronautics Board, 
Washington 25, D. C. 


Answer.—A definite figure of the incidence of perforation in 
duodenal ulcer cannot be given as the number is dependent on 
two variable factors, namely the activity of the ulcer and the 
period of time under consideration. The number of perfora- 
tions in any given group would depend on the proportions 
of active, healing and healed ulcers and the duration of the 
period of observation. Hurst and Stewart (Gastric and 
Duodenal Ulcer, New York, Oxford University Press, 1929) 
state that the total incidence of perforation is small and cite 
a report by Nielson in 1922 of 182 patients diagnosed as having 
ulcer between 1897 and 1917, 42 of whom had undergone some 
operation between one and twenty years later but none for 
perforation. Sixteen of the remaining 140 had died between 
two and a half and twenty years after leaving the hospital, 
but none from perforation. Hurst and Stewart report also 
that, in the cases of duodenal ulcer seen by them between 
1921 and 1927, 2 out of 130 gave a history of perforation and 
1 perforated one year after being in the clinic. Perforation 
also occurred in 1 other patient in whom no previous signs of 
ulcer had been found. The Criles (Indications for and End 
Results of Surgery in the Treatment of Duodenal Ulcer, Am. 
J. Surg. 40:123 [April] 1938) report perforation in 8 per 
cent of 100 ulcer patients treated surgically. Surgical treatment 
was utilized in 5 per cent of all the cases of ulcer observed in 
their clinic during the period covered by their report. This 
is a ratio of 1 perforation to every 250 ulcer cases in their 
series. Perforation is always possible in ulcer in the phase 
of active ulceration. Even after the ulcer has healed there 
is a predisposition to recurrence of the ulcer, so that the 
possibility of perforation is still present, though more remote. 
Also perforation may occur without premonitory symptoms, 
as is strikingly demonstrated by the fact that 25 per cent 
of the cases that perforate do not show preceding symptoms of 
ulcer. The possibility of perforation can be reduced to a 
minimum by adequate treatment of the ulcer until it is healed 
and continuation of an ulcer regimen to prevent recurrence 
accompanied by roentgenologic examination at regular intervals 
for evidence of recurrence. 


CAUSES OF NUMBNESS IN ARMS 

To the Editor:—A man aged about 30, well developed and healthy, has 
been complaining of his arms “going to sleep’’ while working at his 
trade of tinsmith and also at night, He has to rub them for a while. 
The numb feelings, which are transient, extend into the hands. Blood 
pressure is 110/90. General physical examination, including test of the 
motor reflexes of the arms, revealed no abnormalities. 

E. C. McCulloch, M.D., Staten Island, N. Y. 


ANSWER.—This numbness probably is unrelated to the occu- 
pation of tinsmithing, but examinations should be made for 
other characteristics of lead and arsenic poisoning, both of which 
may arise from solder. . Other possibilities. are. alcoholism, 
anemia and avitaminosis. More remote causes might be influ- 
enza or other infections, arthritis or cervical ribs. In recent 
months Dr. Frederick Slobe of Chicago has associated this 
general type of manifestation with fibromyositis in the upper 
back regions lateral to the spinal column. Search should be 
made for small areas or points of tenderness in the back regions 
mentioned. Local anesthetics at such sites might effect relief. 
Other causes of numbness are discussed in the following books: 

Barton, W. M., and Yater, W. M.: Symptom Diagnosis: Regional and 

General, ed. 2, New York, D. Appleton-Century Company, Inc., 1933. 


French, Herbert: An Index of Differential Diagnosis of Main Symp- 
toms, ed. 4, New York, William Wood & Co., 1928. 
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CAUSE OF TARNISH ON SILVERWARE FROM HANDLING 

To the Editor:—An apparently normal girl aged 18 complains that any 
silverware which she handles will, unless cleaned within fifteen minutes 
to a half hour, turn black in the areas touched. Can you suggest the 
possible cause and the treatment of this condition? jp. New York. 


ANSWER.—The tarnishing of silver exposed to air is not due 
to oxidation but probably to small quantities of hydrogen sulfide 
in the atmosphere. Silver coins may blacken when carried in 
the pockets of persons who are using sulfur applications. It is 
possible that this young woman comes in contact with sulfur 
and uses it without realizing that she does so. Many patients 
willing to cooperate fully are unable to give correct history of 
their use of medicines. It would be interesting to determine the 
hydrogen ion concentration on her fingers and hands. One 
would anticipate a greater acidity of skin surface than that 
found in most persons. The silver could be dissolved by the 
acid, form silver lactate by reacting with the lactic acid in 
sweat and then be precipitatéd by the sodium chloride also in 
the perspiration. Finally, exposure to light would reduce the 
silver chloride to a dark metallic deposit. Polishing of the 
silver, of course, would interrupt this chain of events. It is 
suggested that a search be made for an association with or the 
presence of sulfur on this young woman. Silver coins carried 
owe her person but not in contact with the skin may be a 
ciue 

Perhaps qualitative chemical tests appropriately devised as 
with lead acetate solution, which darkens in the presence of 
sulfide, might prove useful. The patient may be able to circum- 
vent her peculiar reaction on silver by washing the hands with 
soap prior to handling such metallic articles; the soap would 
temporarily reduce the intensity of the acid on her skin and 
would wash away such possible intermediates to the blackened 
deposits as the lactic acid and sodium chloride in the sweat. 


TREATMENT OF ACHONDROPLASIA 


To the Editor:—Can any suggestions be offered for treatment of achondro- 
plasia in an 8 year old girl? Other physicians have made diagnoses of 
mongolism and cretinism, in turn. Administration of thyroid did nothing 
except speed up an already normal pulse. Would an anterior pituitary 
growth complex be worth trying? 

Alan A. Bassett, M.D., Little Current, Ont. 


ANSWER.—To date there have not been any encouraging 
reports regarding the treatment of achondroplasia. Almost all 
patients with this condition have received thyroid and a great 
number have received pituitary fractions of one type or another. 
Unfortunately, the results continue to be discouraging. 


IMMUNIZATION WITH MULTIPLE ANTIGENS 


At the request of the Office of the Surgeon General, U. S. Army, the 
following comment is published on the answer (The Journal, May 5, 1945, ~ 
p. 63) to the question of Major, M. C., A. U. S., on the advisability of 
using improvised mixtures of vaccines: 

While there is little or no objection on theoretical grounds to the 
mixing of vaccines, such mixtures are not provided for use in the Army 
because it is frequently necessary to give an injection or a complete 
series of a single immunizing agent to an individual or to a large group. 
The distribution of mixed vaccines would add a number of additional 
products. to the stock at each installation where immunizations are done 
and would involve considerable wastage. 


There are at least three objections to making mixtures of vaccines 
in the field. One is that errors may occur in the mixing of the agents 
so that the wrong proportions are obtained. The second is the possibility 
of bacterial contamination in the process, and the third is the danger 
that incompatible combinations will be made; e. g., that yellow fever 
vaccine might be mixed with tetanus toxoid, which would entirely 
inactivate the yellow fever virus. 

In preparing vaccine mixtures there are two alternative procedures: 
either to utilize the entire contents of the original vials of vaccines or 
to withdraw measured quantities less than a complete vial. Typhoid, 
typhus and cholera vaccines as used in the Army are packaged in 50 cc., 
20 cc. and 20 cc. vials respectively; hence the minimum amount of the 
mixture suitable for stimulating doses of each agent that could be made 
using the entire contents of one typhoid vaccine vial is 250 cc.; and if the 
mixture was to be used as the first dose of- cholera vaccine but a stimu- 
lating dose of the other agents, 400 cc. would have to be prepared. The 
danger of incomplete mixing the vaccines is obvious. On the other 
hand, if quantities less than one vial were mixed, considerable sterile 
glassware would be needed for measur! 

perme tity wenger fet oo an come oo em an 
quantities of material in one site than if separate injections were 
e. g., in the mixture of cholera, i 
volume of 2.5 cc. was required. This volu 
arm would cause more than the usual degree of trauma and might 
increase the danger of abscess formation. 





